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Reqguest for an Amendment to a §1915(¢c) Home and Community-Based
Services Walver

1. Reguest Information

A. The State of fowa requests approval for an amendment to the following Medicaid home and community-based
services waiver approved under awthority of §1913{c) of the Social Security Act.
B. Program Title:
Home and Community Based Services - Phvsical Disability Waiver
C. Waiver Number:FA.(345
Original Base Waiver Number: 14,0345,
. Amendment Number:
E. Proposed Effective Date: mm/dd/ vy}
110/01/18
Approved Effective Date of Waiver being Amended: 11/01/17

2. Purpose(s) of Amendment

Purpose(s) of the Amendment. Describe the purpose(s) of the amendment:

1. This amendment does include changes to the performance measures; these measures were recently approved by CMS
with the renewal of the Health & Disability Waiver.

2. reflect change of Responsibility for Service Plan Development from Social worker to case manager.

3. reflect new federal managed care regulations for processing member grievance and appeals through managed care
organizations (MCQ's).

3. Nature of the Amendment

A Component(s) of the Approved Waiver Affected by the Amendment. This amendment affects the following. e

component{s) of the approved waiver. Revisions to the affected subsection(s) of these component(s) are being
submitied concuarrently (check each that applies):

Component of the Approved Waiver Subsection(s)

. Waiver Applicaiton

‘,f Appendis A ~ Waiver Administration and Operation Qulair;-' Emprovemen
w’ Appendix B —Participant Access and Eligibifity Quéiity Improvemen
v" Appendix C - Participant Services Quality Improvemen
;g Appendix D - Participant Centered Service Planning and Delivery Quality Improvemen

%

Appendix E — Participant Direciion of Services

- Appendix F — Participant Rights

7 Appendiz G - Participant Safeguards Quality Improvemen
o/ Appendix H Quality Improvemen
o Appendix I - Financial Accountability Quality Improvemen

Appendix J — Cost-Neutrakity Demonstration

B. Nature of the Amendment. Indicate the nature of the changes to the waiver that are proposed in the amendment
(check each that applies).
" Modify target group(s)
_____ Modify Medicaid eligibility

T Add/delete services
. Revise service specifications

""" Revise provider gualifications
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Increase/decrease number of parficipants

. Revise cost neutrality demonstration

" Add parficipant-direction of services

w Other
specify:
mmplementation of new Performance Measures, these measures were recently approved by CMS with the
renewal of the Health & Disability Waiver.

Application for a §1915(c) Home and Community-Based Services Waiver

1. Reguest Information (1 of 3)

A. The State of Fowa requests approva! for a Medicaid home and community-based services (HCBS) waiver under the
authority of §1915(c) of the Social Security Act (the Act).

B. Program Title (optional - this title will be used (o locate this waiver in the findery.

Fome and Community Based Services - Physical Disability Waiver

Tvpe of Reguoest: amendment

O

Reguested Approval Period:(For new warvers requesting five vear approval periods, the waiver must serve
individuals who are dually elicible for Medicaid and Medicare.)

. 3 years “® 5vears

Original Base Waiver Number: IA.0345
Drraft I EA.001.04.01
D. Type of Waiver (select onlv one):
Regular Waiver v
E. Proposed Effective Date of Waiver being Amended: 10/29/17
Approved Effective Date of Waiver being Amended: 11/61/17

[

. Reguest luformation (2 of 3)

F. Level(s) of Care. This waiver is requested in order to provide home and community-based waiver services o
individuals who, but for the provision of such services, would require the foliowing level(s) of care, the costs of
which would be reimbursed under the approved Medicaid State plan (check each that applies):

~" Hospital

Select applicable level of care

.. Hospital as defined ip 42 CFR §440.10
If applicable, specify whether the State additionally limits the waiver to subcategories of the hospital level
of care:

Inpatient psychiatric facility for individuals age 21 and under as provided ind2 CFR §440.160
« Nursing Facility
Select applicable level of care
% Nursing Facility as defined in 42 CFR [171440.40 and 42 CFR 00440.155

If applicable, specify whether the State additionally limits the waiver to subcategories of the nursing facility
level of care;

Gt !

Enstitution for Mental Disease for persons with mental ilinesses aged 65 and older as provided in 42
CFR §44(.140
" Intermediate Care Facility for Individuais with Intelleciual Disabilities (ICF/HD) (as defined in 42 CFR

$440.150)
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If applicable, specify whether the State additionally limits the waiver to subcategories of the ICF/IID level of
care;

1. Reguest Information (3 of 3}

. Concurrent Operation with Other Programs. This waiver operates concurrently with another program {or
programs) approved under the following authorities
Select one:
" Not applicable

‘€ Applicable
Check the applicable authority or authorities:
" Services furnished under the provisions of §1915(a){1){a) of the Act and described in Appendix {
& Waiver(s) anthorized under §1915(b) of the Act.
Specify the §1915(b} waiver program and indicate whether a §1915(b) waiver appiication has been
subruitted or previously approved:
Jowa High Quality Healthcare Initiative/Towa HealthLink (effective 4.1.2015)
Specify the §1915(b) anthorities under which this program operates (check each that applies):
«/ §1215(b)(¥) (mandated enrollment to managed care)
T BI915(b)(2) (ceniral broker)
+f §1915(b)3) (employ cost savings to furnish additional services)
o §1915(b)(4) (selective contracting/limit number of providers)
"7 A pregram operated under §1932({a)} of the Act.
Specify the nature of the State Plan benefit and indicate whether the State Plan Amendment has been
submitted or previously approved:

i

" A program authorized under §1915(i} of the Act.
" A program authorized under §1915(j) of the Act.
" A program autborized under §1115 of the Act.
Specify the program:

H. Dual Eligiblity for Medicaid and Medicare.
Check if applicable:
. This waiver provides services for individuals who are eligibie for both Medicare and Medicaid.

1. Brief Waiver Description

Brief Waiver Description. Ir one page or less, briefly describe the purpeose of the waiver, including its goals, objectives,
organizational structure {e.g.. the roles of state, local and other entities}, and service delivery methods.
Waiver Program Summary

The goal of the lowa HCBS Physical Disability (PD) waiver s to provide cominunity alternatives to institutional

services. Through need-based funding of individualized supports, eligible participants may maintain their position within
their homes and communities rather than default placement within an institutional setting. The lowa Department of Human
Services (DHS) Jowa Medicaid Enterprise (IME) is the single state agency responsible for the oversight of Medicaid.

Individuals access waiver services by applying to their local DHS office or through the online DHS benefits portal. Each
individual applying for waiver services must meet nursing facility (as defimed in 42 CFR §440.40 and 42 CFR §440.155)
lavel of care. IME’s Medical Services Unit {MSU) is responsible for determining the initial level of care agsessments for all
applicants, and level of care revaiuations for fee-for-service participants. MCOs are responsible for conducting level of care
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reevaluations for their members, with IME having final review and approval authority for all reassessments that indicate a
change in the level of care. Further, the MCOs are responsible for developing and implementing policies and procedures for
ongoing identification of members who may be eligible for waiver services. In the event there 1s a waiting list for waiver
services at the time of mitial assessment, applicants are advised of the waiting list and thar they may choose to receive
facilitv-based services,

If the applicant is deemed eligible, necessary services are determined through a person centered planning process with
assistance from an interdisciplinary team. After exploring all available resources, inciuding natural and community
supports, the individual will have the option to choose between various fradifional and self-divected services.

Services mclude consumer directed attendant care-unskilied care, consumer directed atiendant care-skilled care, home and
vehicle modification, specialized medical eguipment, and transportation. Self-directed services imclude financial
management, independent support brokerage, sel{-directed personal care, self-directed community and smployment
supports, and individual-direcied goods and services.

Through increased legisiative focus of appropriations, mental health and disability services redesign, and infrastructure
development through lowa's Balancing Incentive Payment Program project, i is the goal of lowa to significantly reduce
wait lists and offer a more uniform and equitable system of community support delivery to individuals with physical
disabilities.

3. Compeonents of the Walver Reguest

The watver application consists of the following components. Nofe: ltem 3-F musi be completed

A. Waiver Administration and Operation. Appendix A specifies the admmistrative and operational structure of this
waiver,

B. Participant Access and Eligibility. Appendix B specifies the target group(s) of individuals who are served in this
walver, the number of participants that the State expects to serve during each year that the waiver is in effect,
applicable Medicaid eligibility and post-eligibility (if applicable) requirements, and procedures for the evaluatior and

------- reevaluation-of level-of care-

C. Participant Services. Appendix C specifies the home and community-based waiver services that are furnished
through the waiver, including applicable limitations on such services.

D. Pariicipant-Centered Service Planning and Delivery. Appendix I} specifies the procedures and methods that the
State uses fo develop, implement and monitor the parficipant-centered service plan (of care).

E. Participant-Direction of Services. When the State provides for participant direction of services, Appendix E
specifies the participant direction opportunities that are offered i the waiver and the supports that are available to
articipants who direct their services. (Select one}:

‘& Yes. This waiver provides participant direction opportumnities. Appendix E is required

" No. This waiver does not provide participant direction opportunities. Appendix £ is not required.

F. Participant Rights. Appendix F specifies how the State informs participants of their Medicaid Fair Hearing rights
and other procedures to address participant grievances and complaints,

(z. Participant Safegeards. Appendix G describes the safeguards that the State has established to asgure the health and
welfare of waiver participants i specified areas,

H. Quality Improvement Strategy. Appendix H contains the Quality Improvement Strategy for this watver.

L. Financial Accountability. Appendix I describes the methods by which the State makes payments for waiver
services, ensures the integrity of these payments, and complies with applicable federal requirements concerning
payments and federal financial participation.

J. Cost-Neutrality Demonstration. Appendix J contains the State's demonstration that the waiver 1s cost-neutral.
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4. Waiver(s) Reguested

A, Comparability. The State requests a waiver of the requirements contained mn §1902(a)10)B) of the Act in order to
provide the services specified in Appendix C that ars not otherwise available under the approved Medicaid State plan
¢ individuals who: () require the level(s) of care specified in ltem 1.F and (b) meet the target group criteria specified
in Appendix B.

B. Income and Resources for the Medically Needy. Indicate whether the State requests a waiver of §1902(a) 10X C)(i)
(T of the Act tn order to use mstilutional mcome and resource rules for the medically needy (select one):

@ Not Applicable
" Ne
Yes

C. Statewideness. Indicate whether the State requests a watver of the statewideness requirements i §1902¢a)(1) of the
Act {select one):

“# No
~ Yes
Ef ves, specify the waiver of statewideness that is requesied (check each that appliesr:
" Geographic Limitation. A waiver of statewideness 15 requested in order to furmsh services under this

waiver only to individuals who reside in the following geographic areas or political subdivisions of the
State.

Specifv the areas to which this waiver applies and, as applicable, the phase-in scheduie of the waiver by
geographic area.

Limited Emplementation of Participant-Direction. A waiver of statewideness is requested in order to
make participant-direction of services as specified in Appendix E availabie only to individuals who reside
in the following geographic areas or political subdivisions of the State. Participants who reside in these
areas may elect to direct their services as provided by the State or receive comparable services through the

service detivery msthiods tharare iireffectetsewhere-mthe State:
Specify the areas of the State affected by this waiver and, as applicable, the phase-in schedule of the waiver
by geographic area:

5. Assurances

in accordance with 42 CFR §441.302, the State provides the foliowing assurances to CMS:

A. Health & Welfare: The State assures that necessarv safeguards have been taken to protect the health and welfare of
persens receiving services under this waiver, These safeguards include:

1. Asspecified in Appendix C, adequate standards for all types of providers that provide services under this
walver,; -

2. Assurance that the standards of any State licensure or certification requirements specified in Appendix C are
met for services or for individuals furmishing services that are provided under the waiver. The State assures
that these requirements are met on the date that the services are fumished; and,

3. Assurance that all facilities subject to §1616(e} of the Act where home and community-based waiver services
are provided comply with the applicable State standards for board and care facilities as specified in Appendix
C.

B. Financial Accountability. The State assures financial accountability for funds expended for home and community-
based services and maintains and makes available to the Department of Health and Human Services (inclading the
Office of the Inspector General}, the Comptroller General, or other designees, appropriate financial records
documenting the cost of services provided under the waiver. Methods of financial accountability are specified m
Appendix L
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s

Evaluation of Need: The State assures that it provides for an initial evaluation (and periodic reevaiuations, at least
annualiy) of the need for a level of care specified for this waiver, when there is a reasonable indication that an
individual might need such services in the near furure (one month or less) but for the recetpt of home and communify-
based services under this waiver. The procedures for evaluation and resvaluation of level of care are specifiad in
Appendix B.

Chotce of Altemnatives: The State assures that when an individual is determined to be likely to require the level of care
specified for this waiver and is in & target group specified n Appendix B, the individual (or, legal representative, if
applicable) 1s:

1. Informed of any feasible alternatives under the waiver; and,

2. Given the choice of either mstitutional or home and community-based waiver services. Appendix B specifies
the procedures that the State employs to ensure that individuals are informed of feasible alternatives under the
waiver and given the choice of institufional or home and community-based walver services.

Average Per Capita Expenditures: The State asswres that, for any vear that the walver is in effect, the average per
capita expenditures under the waiver will not exceed 100 percent of the average per capita expenditures that would
have besn made under the Medicaid State plan for the level{s) of care specified for this waiver had the walver not
been granted. Cost-neutrality is demonsirated in Appendiz J.

Acteal Total Expenditures: The State assures that the actual total expenditures for home and communitv-based
walver and other Medicaid services and its claim for FFP in expenditures for the services provided to individuals
under the waiver will not, in any vear of the waiver period, exceed 100 percent of the amount that would be incurred
in the absence of the waiver by the State's Medicaid program for these individuals in the mstitutional setting(s}
specified for this waiver,

Institutionalization Absent Waiver: The State assures that, absent the waiver, mdividuals served in the walver
would receive the appropriate type of Medicaid-funded institutional care for the level of care specified for this waiver.

Reporting: The State assures that anpually it will provide CMS with information concerning the impact of the waiver

—~orrthe type;amount and-cost-of services provided under the Medicard Stare plarrand-onthe heatth-and-wetfareof

watver participants. This information will be consistent with a data collection plan designed by CMS.

Habilitation Services. The State assures that prevocational, educational, or supported employment services, or a
combination of these services, if provided as habilitation services under the warver are: {1) not otherwise available to
the individual throuvgh a local educational agency under the Individuals with Disabilities Education Act (EDEA) or the
Rehabilitation Act of 1973; and, (2) furnished as part of expanded habilitation services.

Services for Individuals with Chronic Mental Iliness. The State assures that federal financial participation (FFP)
will not be claimed in expenditures for walver services including, but not limited te, day eatment or partial
hospitalization, psychasocial rehabilitation services, and clinic services provided as home and community-based
services to individuals with chronic mental illpesses if these individuals, in the absence of a waiver, would be placed
in an IMD and are: (1) age 22 to 64; (2) age 65 and older and the State hias not imcluded the optional Medicald benefit
cited in 42 CFR §440.140; or (3) age 21 and under and the State has not inclnded the optional Medicaid benefit cited
in 42 CFR § 440.160.

6. Addifional Requirements

Noie: Fem 6-f maest be completed,

A. Service Plan. In accordance with 42 CFR §441.301(b)1)(i), a participant-centered service plan (of care) is developad

for each participant employing the procedures specified in Appendix D. All waiver services are furmished pursuant to
the service plan. The service plan describes: (a) the watver services that are furnished to the participant, their
projected frequency and the type of provider that furnishes each service and (b) the other services (regardless of
funding source, inciuding State plan services} and informal supports that complement waiver services in meeting the
needs of the participant. The service plan is subject to the approval of the Medicaid agency. Federal financial
participation (FFP} is not claimed for waiver services furnished prior to the development of the service plan or for
services that are not included in the service plan.
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B.

.

Inpatients. In accordance with 42 CFR §441.301(b)(1X1t}, waiver services are not furnished to individuals who are
i-patients of a hospital, nursing facility or 1CF/IID.

Roomw and Board. In accordance with 42 CFR §441.310¢a)(2), FFP is not claimed for the cost of room and board
except when: (a) provided as part of respite services in a facility approved by the State that is not a private residence
or {b) claimed as a portion of the rent and food that may be reasonably attributed to an unrelated caregiver who
resides in the same household as the participant, as provided in Appendix L.

Access 1o Services. The State does not limit or restrict participant access to watver services except as provided In
Appendix C.

Free Chotce of Provider. In accordance with 42 CFR §431.151, & participant may select any willing and gnalified
provider to furnish waiver services included in the service plan unless the State has received approval to limit the
number of providers under the provisions of §1915(b) or another provision of the Act.

FFP Limitation. In accordance with 42 CFR §433 Subpart D, FFP is not claimed for services when another third-
party (e.g., another third party health insurer or other federal or state program} is legally liable and respongible for the
provision and payment of the service. FFP also may not be claimed for services that are available without charge. or
as free care fo the commumnity. Services will not be considered to be without charge, or free care, when (1) the
provider estabiishes a fee schedule for each service available and (2) collects insurance information from all those
served (Medicaid, and non-Medicaid), and bills other legally liable third party insurers. Alternatively, if a provider
certifies that a particular legally liable third party insurer does not pay for the service(s). the provider mayv not
generate further bilis for that insurer for that annual period.

Fajr Hearing: The State provides the opportunity to request a Fair Hearing under 42 CFR §431 Subpart E, to
individuals: (2) who are not given the choice of home and community-based waiver services as an alternative to
institntional level of care specified for this waiver; (b) who are denied the service(s) of their choice or the provider(s)
of their choice; or (¢} whose services are denied, suspended, reduced or tenminated. Appendix F specifies the State's
procedures to provide individuals the opporfunity to request a Fair Hearing, including providing notice of action as
required o 42 CFR §431.210.

Onality T provem et The STl operates 8 o al, CoMprenensive SYSis 0 ensure thal the waiver mests g """

assurances and other requirements contained in this application. Through an ongoing process of discovery,
remediation and improvement, the State assures the health and welfare of participants by monitoring: (a) leve] of care
determinations; (b} individual plans and services delivery; (¢) provider qualifications; (d) participant health ang
welfare; (2) financial oversight and (f) administrative oversight of the waiver. The State further assures that all
problems identified through its discovery processes are addressed in an appropriate and timely manner, consistent
with the severity and nature of the problem. During the period that the waiver is in effect, the State will implement the
Quality Improvement Strategy specified in Appendix H.

Public Fnput. Describe how the State secures public input 1nio the development of the waiver:

DHS seeks coniinuous and ongoing public input through & variety of comimittees and organizations. Specifically,
the Mental Health Planning Council mests monthty and provides input as necessary. DHS has appointed one staff
person. from the IME Long Term Care Unit to the Council, which includes various stakeholders including
participants and families, providers, case managers, and other State departments. IME Is also invited to attend a
number of association and advocacy group meetings (i.e., lowa Association of Community Providers, lowa State
Association of Counties, lowa Health Care Association, and Olmstead Task Force) to provide and seek feedback on
service planning, cost reporting, quality assurance documentation requirements, and case management issues.

The public has the opportunity to comment on lowa Administrative rules and rule changes through the public
comment process, the Legisiative Rules Commitiee, and the DHS Couancil. The IME also provides notice of
applications and amendments by inciuding notice in the IME e-News emails and on the IME website.

IME used the foliowing processes to secure public input into the development of the PD> Waiver Amendment:

1) IME Website Posting - The public notice and the PP Waiver mendment was posted to the DHS IME Website
under the category, News & Initiatives {https://dhs.iow.gov/public-notices/ X XXX X. The public posting period
began XXXXX. 2018 and ended X30(X, 2018, The PD Waiver program manager did XXX receive public
comments during this period.
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23 DHS Field Office Posting - IME provides notification to the DHS Field Office, which in furn, notifies each DHS
Field Office to post the Waiver Public Notice and to provide a copy of the CMS Waiver Amendment for any public
request. The public pesting peried was the same for this process. The PD Waiver program manager did XXX
recetve public comments.

3) IME Public Notice Subscribers - Medicaid mambers, Medicald providers, legislators, advocacy organizations and
others who wish to remain mformed regarding lowa Medicaid can subscribe to the IME Public Notice webpage. All
subscribers will receive electronic notice whenever an update/public notice is posted. This process includes HCBS
waiver renewals. The public posting period was the same for this process. The PD Waiver program manager did
not receive public comments.

4) TJowa Tribal Nations Notificatior - The IME Tribal Nations liaison notified all Nation
covernments by email on X3 XX, 2018, The comment period ended op. XX XX, 2018. The Lalson did XXX
recelve any comments or gquestions during this period.

Motice to Tribal Governments. The State assures that it has notified in writing al! federally-recognized Tribal
Governments that maintain a primary office and/or majority population within the State of the State's intent to submit
a Medicaid waiver request or renewal request 1o CMS at least 60 days before the anticipated submission date s
provided by Presidential Executive Order 13175 of Noveamber 6, 2000, Evidence of the applicable notice is available
through the Medicaid Agency.

Limited English Proficient Persons. The State assures that it provides meaningfu] access to waiver services by
Limited English Proficient persons m accordance with: {a) Presidential Executive Order 13166 of August 11, 2000
{65 FR 50121) and (b) Deparmment of Health and Human Services "Guidance to Federal Financial Assistance
Recipients Regarding Title VI Prohibition Against National Ortgin Discrimmation Affecting [imited English
Proficient Persons” (68 FR 47311 - August & 2003). Appendix B describes how the State assures meanimgful access
to waiver services by Limited English Proficient persons.

7. Contact Person(s}

~TheMedicaid-agency-representative with-whonr-CMS-shovld-communicate regarding the- watver-jgr s

E.ast Kame:
%How]anci
First Name:
gLBElﬂH |
Title: |
%Medicaid Program Manager x
Agency: )
‘Towa Medicaid Enterprise/lowa Department of Human Services
Address: _
100 Army Post Road
Address 2:
£
City:
iDes Moines i
State: lowa
Zip:
S
150315 |
Phone: ‘
H(515) 256-4642 | Ext: TTY
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S
—
L)
o
I
(o
o
i
(OS]
o)
[

E-mait:

Inowlan@dhs.state ja.us

B. Il applicable, the State operating agency representative with whom CMS should comumenicaze regarding the waiver is:

Last Name:

Johnson
First Name:

{ Deborah
Titie:

! Bursau Chief, Division of Long Term Care and Medical Supports
Agency:

‘lowa Medicaid Enterprise
Address:

(100 Army Post Rd. f
Address 2:

§ g
City:

{Des Moines
State: fowa
Lip: .

50315 |
Phone: _

1(515) 256-4662 | Ext: FTTY
Fax:

H(515) 256-4626 .
E-mail:

idjohnso6@dhs state.ia.us

8. Authorizing Signature

This document, together with the attached revisions to the affected components of the waiver, constitutes the State's request
to amend its approved waiver under §1915(c) of the Social Security Act. The State affirms that it will abide by all provisions
of the waiver, including the provisions of this amendment when approved by CMS. The State further attests that 1t will
comsinuously operaie the waiver in accordance with the assurances specified m Section V and the additional requirements
specified in Seciion V1 of the approved waiver. The State certifies that additional proposed revisions te the waiver request
will be submitied by the Medicaid agency in the form of additional waiver amendments.

Signature: : i

i ]

State Medicaid Director or Designee

Submission Date: :
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Last Name:

First Name:

Title:

Agency:

Address:

Address 2:

City

State:

Lip:

Phone:

Page 10 of 14

Maote: The Sigrature and Submission Date fields will be automatically completed when the
Stafe Medicaid Director submits the application.

Towa

Ext| CTOTTY

E-mail:

Attachments

Attachment #1: Transition Plan

Check the box next to any of the following changes from the current approved waiver. Check all boxes that apply.

Replacing an approved waiver with this waiver.

- Combining watvers.

¢ Splitting one waiver into two waivers.

" Eliminating a service.

" Adding or decreasing an individual cost imit pertaining to eligibility.

waiver under 1915(c) or another Medicaid authority.
. Making any changes that couid resulf in reduced services fo participants.

Specify the transition plan for the waiver:

Adding or decreasing limits to a service or a set of services, as specifled in Appendix C.
Reducing the unduplicated count of participants {Factor C).
© Adding new, or decreasing, a limitation on the number of participants served at any point in time.

" Making any changes that could result in some participants losing eligibility or being transferred ic another

Attachment #2: Home and Community-Based Settings Waiver Transition Plan
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Specify the state's process to bring this waiver into compliance with federal home and community-based (HCB) seitings
requirements at 42 CFR 441.301(c){4)~(5), and associated CMS guidance.

Consult with CMS for instructions before completing this item. This field describes the status of a transition process at the
point in time of submission. Relevani information in the plarming phase will differ from information required to describe
atiaimment of milestones.

To the extent that the state has submitied a siatewide HCB settings transition plan 1o CMS, the description in this field may
reference tha statewide plan. The narrative in this field must include enongh information to demonstrate that this waiver
complies with federal HCB settings requirements, including the compliance and transition requirements at 42 (CFR 441 30]
{(c)i6), and that this submission is consisient with the portions of the statewide HCEB setfings transition plan that are germane
to this waiver. Quote or summarize germane portions of the statewide HCE settings transition plan as reguired.

Note that Appendix (-3 HCB Settings describes settings thal do not require transition; the settings listed there meer federal
HCRB setting requirements as of the date of submission. Do not duplicate that information here.

Update this field and Appendix C-5 when submitting o renewal or amendment to this waiver for other purposes. It is not
necessary for the siate 1o amend the waiver solely for the purpose of updating this field and Appendix C-5. A1 the end of the
state's HCR settings transition process for this waiver, when all watver settings meet federal HCB setting requirements, enter
"Completed” in this field, and include in Section C-3 the information on ol HCB settings in the waiver.,

lowa assures that the settings transition plan included with this waiver amendment or renewal will be subject to any
provisions or requirements included in the State’s approved Statewide Transition Plan. Towa will impleroent any required
changes upon approval of the Statewide Transition Plap and will make conforming changes io 1ts waiver when it submits
the next amendment or renewal,

Section 1: Assessment

Jowa proposes 2 multifaceted approach ic assessment. This will include the completion of a Settings Analysis, which will be
2 high-level assessment of seftings within the state to identify general categories (not specific providers or locations) that are
likely to be in compliance; not in compliance; presumed to be non-HCBS; or those that are not yet, but could become
compiiant. Other avenues for assessment will include identifying HCBS settings during provider enroliment and re-
enroliment: evaluating setiings through the existing HCBS quality assurance onsife review process and the provider self-
assessment process; and monitoring of Iowa Participant Experience Survey (IPES) results for member experiences.
Assessment activities will be incorporated info current quality assurance processes to the exfent possible.

Al MCOs contracting with the State to provide HCBS are required to ensure non-institutional LTSS are provided in settings
which comport with the CMS HCBS requirements defined at 42 CFR 44]1.301(c)(4) and 42 CFR 441.710(a). MCOsg will be
required to ensure compliance through the credentialing and monitoring of providers and service authorization for watver
partficipants.

10/1/2014 - 10/31/2014: Settings Analysis - State identified HCBS settings as they potentially conform to HCBS
characieristics and ability to comply in the future. General setfings are classified mto categories (Yes - settings fully
compliant, Not Yet - settings that will comply with changes, Not Yet - setting 1s presumed non-HCBS but evidence may be
presenied for hetghted scrutiny review, and No - settings do not comply) The lowa HCBS Settings Analysis 1s being
submitted as one component of the transition plan .

12/1/2014 - 12/31/2014: Provider Enroliment Processes - State will operationalize mechanisms to incorporate assessment of
seftings into existing processes for provider pre-enroliment screening by the lowa Medicaid Enterprise (IME), provider
credentialing by the managed care behavioral health organization (BHO), and HCBS provider certification by the HCBS
Quality Oversight unit.

5/1/2015 - 12/31/2015: Geograpine Information System (GIS) Evaluation of HCBS Provider Locations and HCBS Member
Addresses - State wil use GIS to analyze locations of provider sites and member addresses to identify potential areas with
high concentration of HCBS.

12/1/2014 - ongoing: Onsite assessment - The State will incorporate review of settings inio the review fools used by the
HCBS Quality Oversight Unit for on-site reviews. Settings will be assessed during recertification reviews, periodic reviews,
focused reviews, and targeted reviews. Staie will identify providers with sites of service that have the characteristics of
HICBS or the gualities of an institutiorn.

10/1/2014 - ongoing: Enrolled HCBS providers self-assessment - The state will modify the Provider Quality Management
Self-Assessment to identify HCBS sifes and to gather additional information from providers to assess sites of sarvice that
have characieristics of HCBS or the qualities of an institution. The annual self-assessment will be released to providers
anpually on October 1 and due to IME annually on December 1, with results compiled by February 28. The State will
release the “lowa Exploratory Questions for Assegsment of HCBS Settings” document to assist providers in identifving the
expected characteristics of HCBS.

%/1/2014 - ongoing: Gther projects collecting HCBS setting data - Staie provider association will provide mformation and
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input from residential providers to the state.

12/1/2014 - ongoing: lowa Participant Experience Survey (IPES} - State will continue to monitor IPES results te flag
member experience that 1s not consistent with assuring control over choices and community access,

5/172015 - By 3/17/2019: Onsite Assessment Results Report - State compiles and analyzes findings of onsite assessments
annually by July 31, with the final report completed by 3/17/19. Findings will be presented to lowa DHS leadership and
stakehoiders.

Section 2: Remedianon Strategies

Towa proposes a remediation process that will capitalize on existing HCBS quality assurance processes including provider
identification of remediation strategies for each identified 1ssue, and ongoing review of remediation status and compliance.
The state may also prescribe certain requirements to become compiiant. Jowa will also provide guidance and technical
assistance to providers to assist in the assessment and remediation process. Providers that fail to remediate noncompliant
settings timely may be subject to sanctions ranging from probation to disenrollment.

6/1/2014 - 7/31/2016: Informational Letters - State will draft and finalize informational letters describing proposed
transition, appropriate HCBS settings, deadlines for compliance, and technical assistance availability. BHO and MCO will
provide the same information to provider network.

-12/1/2014 - 7/31/2015: lowa Administrative Code - State will revise administrative rules chapters 441-77, 78, 79, and 83. ic
reflect federal regutations on HCBS seftings. Rules will define HCBS setting thresholds and will prohibit new sites from
being accepted or enrelied that have an institutional or isolating quality while presenting deadiines for enrolied providers to
come into compliance. Rules will clarifv expectations of member control of their environment and access to community.
BHO will develop the same standards for provider network.

8/1/2015 - 12/31/2015: Provider Manual Revisions - State will revise HCBS provider manual Chapter 16K to incorporate
regulatory requirements for HCBS and qualities of an HCBS setting. BHO will incorporate the same information mfo
relevant provider network manuals.

12/1/2014 - ongoing: Incorporate Education and HCBS Compliance Understanding into Provider Enroliment - IME
Provider Services Unit Pre-Enrollment Scresning process will make adjustments to ensure that HCBS settings are evaluated
when appropriate. When agencies enroll to provide HCBS services, they will be provided information on HCBS setting
requirements and be required to certify that they have received, understand, and comply with these setting requirements.
12/1/2014 - ongoing: Provider Assessment Findings - State will present each provider with the results of the assessment of

thelr organizationa HCB S vettineyasfindinegs veenr-throughout-tire-assessment process:

12/1/2014 - 3/16/2019: Provider Individual Remediation - HCBS providers will submit a corrective action plan (CAP) for
any settings thaf require remediation. The CAP will provide detall about the steps to be taken to remediate 1ssues and the
expected timelines for corapliance. The state will accept the CAP or may ask for changes to the CAP. The state may preset
remediation requirements for each organization's HCES settings. Providers will be required to submit periodic status
updates on remediation progress. State review of CAPs will consider the scope of the transition te be achieved and the
unique circumstances related fo the setting In question. The state will allow reasonable timeframes for large infrastucture
changes with the condition that the providers receive department approval and provide timely progress reports on a regular
basis. L.ocations presumed o be non-HCBS but which are found to have the qualities of HCBS will be submitted to CMS
for beightened scrutiny review.

12/1/2014 - 3/16/2019: Data Collection - State, BHO, and MCO will collect data from reviews, technical assistance,
updates, ete. to track status of remediation efforts. Data will be reported on a regular basis or ad hoc to DHS management
and CMS.

12/1/2014 - 3/1/2019: Onsite Compliance Reviews - State will conduct onsite reviews to establish levels of compliance
reacbed by providers with non-HCBS settings following completion of their remediation schedule.

12/1/2014 - 3/16/2019: Provider Sanctions aad Disenrollments - State will disenroll and/or sanction providers that have
failed to meet remediation standards. State will disenroll and/or sanction providers that have failed to cooperate with the
HCBS Settings Transition.

12/1/2014 - 5/16/2019. Member Transitions to Compliant Settings - If relocation of members is necessary, the state will
work with case managers. service workers, and care coordinators to ensure that members are transitioned to seitings meeting
HCBS Setting requirements. Members will be given timely notice and due process, and will have a choice of aliemative
settings through a person centered planning process. Transition of members will be comprehensively racked to ensure
suceessful placement and continuity of service.

Section 3: Public Comment

lowa proposes o coliect public comments on the transition plan through a dsdicated email address for submission of written
comments, and through taking public comments directly by mail. Iowa has also previously held a comment period

in Wovember 2014 which inciuded solicitation: of comments through stakeholder forums. In addition to posting the
transition plan and related materials on the lowa Medicaid website, numerous stakeholders were contacted directly and
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provided with transition plan documents and information on the stakeholder {forums. Stakeholders contacted inciude
Disability Rights Towa, the lowa Association of Community Providers, the Jowa Health Care Association/lowa Center for
Assisted Living, Leading Age lowa, the Brain Injury Alliance of lowa, the Olmstead Consumer Task Force, the Iowa
Mental Health and Disability Services Commission, the lowa Developmental Disabilities Council, NAMI lowa, ASK
Resource Center, Area Agencies on Aging, County Case Management Services, and MHDS Regional Administrators.

3/9/2015 - 3/13/2015: Announcement of Public Comment Period - State released a White Paper, the Draft Transition Plan,
and Draft Settings Analysis on the state website. Informational Letters were released and sent to all HCBS waiver
providers, case managers and DHS service workers. Stakehoiders (listed above) were contacted directly 1o inform them of
the public comment period. A dedicated email address (HCBSsettings@dhs.state 1a.us) was estabiished to receive public
comments. Tribal notices were sent. Notices were filed in newspapers. Printed versions were made available in DHS tocal
offices statewide, along with mstructions on subimnitting comunenis via mall,

3/16/2015 - 4/15/2015: Public Comment Period for Proposed Transition Pian - State will share fransition plan with the
pubiic in electronic and non-electronic formats, collect comments, develop state responses to public comments, and
incorporate appropriate suggestions into transition pian. The Response to Public Comments document will be posted to the
DHS website and a surmmary provided to CMS. Previous comment periods were held in May 2014 and November 2014
which inciuded stakeholder forums.

4/15/2015 - 3/16/2019: Public Comment Retention - State will safely store pubtic comments and state responses for CMS
and public consumption.

4/15/2015 - 3/16/2019: Posting of Transition Plan Iterations - State will post each approved iteration of the wansinon plan o
its website.

72015 - By 3/17/2019: Assessment Findings Report - State shares the findings of the onsite assessment annually by Fuly

31

fowa HCBS Settings Analysis - This Settings Analysis 1s general in nature and does not imply that any specific provider or
iocation is noncompliant solely by classification in thus analysis. Fmal determination will depend upon information gathered
through all assessment activities outhined 1o the ransitton plan, including but not limited to onsite reviews, provider annual
self~assessments. IPES data, provider surveys, and GIS analysis.

Category: YES — Settings presumed fully compliant with HCBS characteristics

--Member owns the housing, or ieases housing which 12 not provider owned or controlled.

Category NOT-YET— Settimes nray be comptiant; orwith changes wittcomply with HEBS-characteristics
--Residential Care Facihities (RCFs) of any size

--Apartment complexes where the majority of residents receive HCBS

--Provider owned or controlied housing of any size

--Asststed Living Facilities

--Services provided in a staff member’s home {except Respite)

Category: NOT YET - Setting is presumed non-HCBS but evidence may be presented to CMS for heightened scrutiny
review

-Located in & building that also provides inpatient institutional treatment

--Any setting on the grounds of or adjacent to a public institution

--Setfings that isolate participants from the broader community

Category: NO — Settings do not comply with HCBS characteristics

--Intermediate Care Facilities for Persons with Inteliectual Disabilities (JTF/ID (except Respite)

--Nursing Facilities/Skilled Nursing Facilities

--Hospitals

-Institutions for Mental Disease (IMD)

Process:

Public comment was taken from March 16, 2013 through April 15, 2015, The wansition plan was posted on the IME website
at: https://dhs_ iowa.gov/ime/about/initiatives/HCBS/ TransitionPlans. The transition plan has been available at that location
since March 12, 2015, Public notice in & non-electronic format was done by publishing a notice in major newspapers
throughout the state; this notice was sent to the newspapers on March 9. 2015, The transition plar: was available for non-
elecfronic viewing in any of the 99 DHS office across the state for persons who may not have mrernet access. Comments
were accepied electronically through a dedicated email address (HCBSsettings@dhis state ia.us). The address was provided
for written comments to be submitied to the IME by mail or by delivering them directly to the IME office. Notice was also
sent to the federally-recognized wibes on March 9, 2015.

Summary of Comments:
Comments that resulted in changes fo the transition plan:
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There were no comnents received that resulted in changes to the transition plan.

Comunents for which the State declined to make changes to the transition plan or settings anatysis document;

There were numerous comments submitted which did not ask for changes 10 the transition plan. but rather were seeking
clarification or interpretation of the federal regulation or pesed operational questions about how the staie would carry out
activities m the transition plan.

Four commenters suggesied that various aspects of the transition plan need to be updated to refiect the role that the
Managed Care Organizations (MCOs) will have related to the lowa High Quality Health Care Initiative, The state declined
to makes changes based on the comment and explained in the response that lowa plans to submit separate waiver
amendments to make changes related to that effort in the near future, and that there will be another public comment period
refated to those amendments at that time.

Two commenters expressed concern about engaging consumers, families and advocates in the transition plan. The state
declined to make changes based on the comment and explained the various ways that input from consumers and advocates
has been sought in the development of the plan and expressed that consumer and advocate involvement will continue
throwghout implementation.

One commenter asked that the role of the state’s Mental Health and Disability Services {MHDS) Regilons be inciuded i the
plan. The state declined 1o make this change, explaining that the MHDS Regions are already Tisted as stakeholders in the
plan.

One commenter asked that the plan be changed to eliminate the distinction between provider owned and controlled housing,
as the commenter betieved this had been eliminated from the regulanon. The state declined to make this change and
explained in the response that the federal regulation does still set out additional requirements for provider owned and
controlied settings.

One commenter suggested that the “players” column which existed in an ecarty draft of the transition plan, but was later
removed should be added back into the pian. The state declined to make this change and explained in the response that the
responsibitity for completion of the activities listed in the transition plan lies with the IME, and other stakeholders are
aiready noted in the description column for each item or in the explanatory narrative at the top of each section

One commenter expressed that activities within the transition pian should not have end dates listed as “ongoing”. The state
decjined to make this change and explained io the response that our approach utilizes an ongoing process of discovery,
remediatiorn, and improvement. As such, we are not performing a one-time statewide assessment that will result in a point-
in-time list of setfings that are compliant or non-compliant. Rather, our process will be a continuous cvele n which all
settings will be assessed and remediated by the March 17, 2019 deadline, and our quality assurance processes will continue
even after the transition deadline to assure that providers who were in compliance will continue to meet the requirements on
an ongoing basis.

Ome commenter suggested that the actions or omissions that would trigger the requirement of a corrective action pian (CAP)
should be listed in the transition plan. The state declined to make this change, explaining that any finding of noncompliance
will trigger a CAP.

One commenier suggested that in regard to provider remediation, rather than the State allowing “reasonable time frames™
for large infrastructure changes, the State should impese specific timeframes and deadlines, The state declined to make a
change because we believe the commenter misunderstood the intent of the item. Our response 10 the comment explained
that the timeframes that will be set out in any given CAP will be specific deadlines for that provider and location. The
“reasonable timeframes™ language needs to be read in the context of the previous sentence iv the pian witich indicates that in
reviewing a CAP. the staie will consider the scope of the ransition to be achieved and the unique circarnstances related to
the setting in question,

Additional Needed Information (Optional}

Provide additional needed information for the waiver (optional):

The original document 1s too big. Please see the HCBS Statewide Transition Plan approved on August 9, 2016 on this fink:

https://dhs.ljowa.gov/sites/default/files/Approved Initial STP Submitted. pdf
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Appendix A: Waiver Administration and Operation

1. State Lime of Authority for Waiver Operation. Specify the staie line of authority for the operation of the waiver
(select one):

..~ The waiver is operated by the State Medicaid agency.

Specify the Medicaid agency divisionfunit that has line authority for the operation of the waiver program (select
onel

The Medical Assistance Unit.

Specify the unit name:

(Do not complete item A-2)

© Another division/unit within the State Medicaid ageney that is separate from the Medical Assistance
Unit.
Specify the division/unit name. This includes administracions/divisions under the umbrelia agency that has
been idemtified as the Single State Medicaid Agency.

i
i

{Complete item A-2-a).
‘& The waiver is operated by a separaie agency of the State that is not a division/nnit of the Medicaid agency.

Specify the division/unit name:

In accordance with 42 CFR §431.1G, the Medicaid agency exercises adiministrative discretion in the
admuntstration and supervision of the waiver and issues policies, rules and regulations related to the waiver. The
mteragency agreement or memorandum of understanding that sets forth the authority and arrangements for this
policy 1s available through the Medicaid agency to CMS upon request. (Complete item 4-2-b).

Appendix A: Waiver Administration and Operation

2. Oversight of Performance.

a. Medicaid Director Oversight of Performance When the Waiver is Operated by anotber Division/Unit
within the State Medicaid Agency. When the waiver it operated by another division/administration within
the umbrella agency designated as the Single State Medicaid Agency. Specify (a) the functions performed by
that division/administration (i.e., the Developmental Disabilities Administration within the Single State
Medicaid Agency), {b) the document utitized to outline the roles and responsibilities related to waiver
operation, and (¢} the methods that are employed by the designated State Medicaid Director (n some
instances, the head of umbrelia agency) in the oversight of these activities:

As indicated ip section 1 of this appendix, the waiver is not eperated by another division/unit withis the
State Medicaid agency. Thus this section does not need to be completed.

£

b. Medicaid Agency Oversight of Operating Agency Performance. When the waiver is not operated by the
Medicaid agency, specify the functions that are expressiy delegated through a memorandum of understanding
(MOU) or other written document, and indicate the frequency of review and update for that document. Specify
the methods that the Medicaid agency uses to ensure that the operating agency performs its assigned waiver
operational and administrative functions in accordance with waiver requirements. Also specify the frequency
of Medicald agency assessment of operating agency performance:
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Appendix A: Waiver Administration and Operation

3. Use of Contracted Entities. Specifv whether coniracted entities perform waiver operational and administrative
functions on behalf of the Medicaid agency and/or the operating asency (if applicable) (selecr one):

& Yes, Contracted entifies perform waiver operational and administrative functions on behalf of the
Medicaid agency and/or operating agency {if applicable).
Specify the types of contracted entities and briefly describe the functions that they perform. Complete Items A-3
and A-6.:
lowe HealthLink-contracied MCOs will generally be responsible for delivering covered lowa Medicald
benefits, mcluding HCBS waiver programs,m a highly coordinated manner, Specific functions include: but are
not limited to:
- Developing policies and procedures for ongoing identification. of members whe may be eligible for waiver
services;
- Conducting comprehensive needs assessments, developing service plans, coordinating care, and awthorizing
and nitiating waiver services for all members;
- Conducting level of care reassessments with IME retaining {inal review and approval authority for
any reassessments which indicate a change i the Jevel of care;
- Delivering community-based case management services and monitoring receipt of services;
- Contracting with an entity or entities for financial management services to assist members who elect self-
direction (ie., lowa’s “Consumer Choices Option™);
- Maintaining a toli-free telephone hotline for all providers with questions, concerns. or complaints;
- Maintaining a ioli-free telephone hotline for all members to address questions, concerns, or complaints;
- Operating & 24/7 toll-free Nurse Call Line winch provides nurse wiage telephone services for members to
receive medical advice from trained medical professiouals;
- Creating and distributing member and provider materials (handbooks, directory, forms, policies and
procedures, notices, ete.);

COPETAHNE Hi THCIdett FepoTHiig and TianagemeHr Sy s,

- Maintaining a utifization management programnt,

- Developing programs and participating in activities te enhance the general health and well-being of members;
and

- Conducting provider services such as network contracting, credentialing, enroltment and disenrollment,
training, and claims processing.

Those members who have not made an MCO selection, or who are otherwise inelgible for managed care
enroliment as defined in the lowa High Quality Healthcare Initiative §1915(b) walver, will continee to receive
services through the fee-for-service delivery system. As such, the State will continue to contract with the
following entities to perform certain waiver functions.

Member Services (Maximus) as part of a contract with IME to disseminate information to Medicad
beneficiaries and provide beneficiary support as part of their customer service contract. Additionalty, the
Member Services Unit provides clinical review in effort to identify beneficiary population risks such that
additional education, program support, and policy revision can mitigate risks to the beneficiary when possible.

Medical Services (Telligen) as part of a comract with the IME conducts level of care evaluations and service
plan development ad-hoc reviews to ensure that waiver requirements are met. In addition, the IME MSU
conducts the necessary activities associated with prior authorization of walver services, authorization of service
plan changes and medical necessity reviews associated with Program Integrity and Provider Cost Audit
activities.

Home and Community Based Quality Assurance (Telligen)}, as part of a contract with the IME, reviews
provider compliance with State and federal requirements, monitors complaints, monitors critical incident

reports and provides technical assistance to ensure that quality services are provided to all Medicaid members.

Program Integrity and Recovery Audit Coordinator (Optum) as part of a contract with the IME reviews provider
records and claims for instances of Medicaid fraud, waste, and abuse. These components are evaluated and
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analvzed at an individual and system level through fravd hotline referrals and algorithm development.

Provider Services (Maxmmnus) as part of a contract with the IME coordinates provider recruitment and executes
the Medicaid Provider Agreement. The Provider Services Unit conducts provider background checks as
required, conducts annual provider trainings, supervises the provider assistavce call center, and manages the
help functions assoctated with the IME's Individualized Services Informarion System (ISIS),

Provider Cost Audit (Myers and Stouffer) as part of a conmact with the IME determines service rates and
payment amounts. The Provider Cost Audit Unit performs financial reviews of projected raies, reconciled cost
reports, and performs onsite fiscal reviews of targeted provider groups.

Revenue Collections Unit (HMS), as part of a contract with the IME, performs recovery of identified
overpayments related to program integrity efforts, cost report reconciliations, third-party liability, and trusts,

Pharmacy (Gould Health Systems), as part of the contract with IME, this unit oversees the operation of the
Preferred Drug List (PDL) and Prior Authorization (PA) for prescription drogs. The development and updating
of the PDL allows the Medicaid program to optimize the funds spent Tor prescription drugs. The Pharmacy
Medical group performs drug Prior Authorization with medical professionals who evaluate each request for the
use of a number of drugs.

Point-of-Sale (POS) (Gould Health Systems). as part of the contract with the IME, this is the pharmacy point of
sale sysiem. It is a reaj-time system for pharmacies to subinit prescription drug claims for lowa Medicaid
beneficiaries and receive & timely delermination regarding payment.

All contracted entities, including lowa Medicaid department staff, conduct fraining and technical assistance
concerning their particular area of expertise concerning watver requirements. Please note that ultimately it 1s the
Medicaid agency that has overall responsibility for all of the functions while some of the functions are
performed by coniracting agencies. In regards io training, iechnical assistance, recruitment and disseminating
information, this ts done by both the Medicaid agency and contracied agencies throughout regolar day-io-day
husiness.

© No. Coptracted entities do not perform waiver operational and administrative functions on behalf of the
Medicaid agency and/sr the operating agency {if applicable).

Appendix A Walver Administration and Operation

4. Role of Local/Regional Non-State Entities. Indicate whether local or regional non-state entities perform watver
operational and administrative functions and. i so, specify the type of entity (Select One):

® Not applicable
. Applicable - Local/regional non-state agencies perform waiver operational and administrative functions.

Check each that applies:
" Local/Regional nor-state public agencies perform waiver operational and administrative funcrions at the

local or regional level There is an inieragency agreement or memorandum of understanding between
the State and these agencies thaf sets forth responsibilities and performance requirements for these agencies
that 1s avaiiable through the Medicaid agency,

Specify the nature of these agencies and complete ftems A-3 and A-6:

" Local/Regional non-governmental non-state entities conduct waiver operational and administrative
functions at the local or regional level. There is a contract between the Medicaid agency and/or the
operating agency (wWhen authorized by the Medicaid agency) and each localiregional non-state entity that
sets forth the responsibilities and performance requirements of the local/regional entity. The contract(s)
under which private entities conduct waiver operational functions are available to CMS upon reguest
through the Medicaid agency or the operating agency (if applicable).

Specify the nature of these entities and complete items A-5 and A-6.
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Appendix A: Walver Administration and Operation

5. Responsibility for Assessment of Performance of Cortracted and/or Local/Regional Nop-State Entities. Specify
the state agency or agencies responsible for assessing the performance of contracted and/or local/regional non-stae
entities in conducting waiver operational and administrative functions;

IME. Medical Policy Staff, through DHS, is responsible for oversight of the conracted entities. The DHS IME is the
State Agency responsibie for conducting the operational and administrative functions of the waiver.

Appendix A: Walver Administration and Operation

6. Assesswent Methods and Freguency. Describe the methods that are used to assess the performance of contracted
and/or localfregional non-state entities to ensure that they perform assigned waiver operational and administrative
functions m accordance with watver requirements. Also specify how frequently the performance of contracted and/or
local/regional non-state entities is assessed:

IME is ap endeavor thal unites State Staff and "Best of Breed" conwactors nto a performance-based model for the
administration of the lowa Medicaid program. The IME is a collection of specific units, each having an area of
expertise, and all working together to accomplish the goals of the Medieald program. Housed i a single building,
the IME has contract staff who participates in the following activities: provider services, member services, provider
andit and rate setting, processing payments and claims, medical services, pharmacy, program integrity, and revenae
collections. All coniracts are selected through a competitive request for proposal (RFP) process. Contract RFPs are
issued every five vears.

Al contracied entities are assigned a State-employed contract manager, are assessed through their performance-
based contracts, and are required te present their performance on contract standards at a monthly meeting to the
Medicaid Policy Staff. Monthly meetings are designed to facilitate communication among the various business units
within the IME to ensure coordination of operations and performance outcomes.  Further, non-MCO contracted

entities and Medicaid Policy staff are Jocated af the sathe site, Which Tifits the barriers of roliine management and
oversight. In addition, all contracted agencies are required to compigte a comprehensive quarterly report on their
performance o include programmatic and guality measures designed to measure the contract activities as well as
trends identified within Medicaid programs and populations,

The State has established a MCO Oversight and Supports Bureau within IME to provide comprehensive program
oversight and compliance. Specifically, the Burean Chief, reporting directlv to the Medicaid Direcior, is responsible
for directing the activities of bureau staff, Fach MCO account manager will oversee contract compliance for one
designated MCO. The MCO account managers will serve as liaisons between the MCOs and the State, and will be
the point of contact coordinating communications and connecting subject matter experts. The new Bureau will work
directly with the IME Program Integrity Unit, which oversees compliance of all IME providers, inchiding the MCOs.

Appendix A: Waiver Administration and Operation

7. Distribution of Waiver Operational and Administrative Functions. In the following table, specify the entity or
eniities that have responsibility for conducting each of the waiver operational and administrative functions listed
{check each thar applies):

Iy accordance with 42 CFR §431.10, when the Medicaid agency does not directly conduct a function, it supervises the
performance of the function and establishes and/or approves policies that affect the fimetion. All functions not
performed directly by the Medicaid agency must be delegated in writing and monitored by the Medicaid Agency.
Note: More than one box may be checked per ftem. Ensure that Medicaid is checked when the Single State Medicaid
Agency (1) conducts the function directly, (2) supervises the delegated function, and/or (3) establishes and/or
approves policies related to the function.

. Medicaid Other State Operating, Contracied
Function . i
Agency Ageney Entity
Participant waiver enrolliment w} W Wf
Waiver enroliment managed against approved limits \f \}
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Medicaid Other State Operating | Contracted

Function Ageney Agency Entity
Watver expenditures managed against approved leveis @ Vg
Level of care evaleation o «
Review of Participant service phans i ~
Prior authorization of waiver services o j - o
Utikization management i

Omalified provider enroliment

Execation of Medicaid provider agreements

Establishment of a statewide rate methodology

Rubes, policies, procedueres and information deveiopment governing .
the waiver program

Quality assurance and guality improvement activifies v vy

Appendix A: Walver Administration and Operation

uality Improvement: Administrative Authority of the Single State Medicaid
Agency

As g distinct component of the State s guality improveinent sirategy, provide information in the following fields to detail the
Sigie’s methods for discovery and remediation.

2. Methods for Discovery: Administrative Authority
The Medicaid Agency retains ulfimate administrative authority and responsibifity for the operation of the waiver
program by exercising oversight of the performance of waiver functions by ofher state and local/regional non-siate
agencies (if appropriate) and coniracted entities.

i. Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance,
conplete the following. Performance measures for administrative authority chould not duplicate measures
Found in other appendices of the waiver application. As necessary and applicable. performance measures
should focus on:
= Uniformity of development/execution of provider agreements throughout all geographic areas covered
by the waiver
= Equitable distribution of waiver openings in all geographic areas covered by the waiver
e Compiiance with HCB settings requirements and other new reguiatory components (for waiver actions
submitted on or after March 17, 2014)

Where possible, include rumerator/denominator.

For each performance measure, provide information on the agoresaied data that will enable the State to
analvze and assess progress toward the performance measure. In this section provide information on the
method bv which each source of data Iy analvzed statisticalh/deductively or inductively. how themes are
idemified or conclusions drawn, and how recommendations are formulared. where appropriate.

Performance Measure:

AA-T: IME skall measure the number and percent of required MCO HCRBS PM
quarterly reports that are submitted timely. Numerator = # of HCBS PM guarterly
reports submitied timely; Denominator =# of MCO HCBS PM guarterly reports due in
a calendar quarter.

Data Source (Select one}:
Other
{f'Other' is selected, specify:
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MCO performance moniioring

Responsibie Party for
data collection/generation
{check each thal applies;:

Freguency of data
eollection/gencration
{check each that applies):

Sampling Approach(check
each that applies).

. State Medicaid T Weekly o 1% Review
Agency :
. Operating Agency ~ Monthly " Less thar 100%
Review
" Sub-State Enfity 7 Quarierly " Representative
Sample
Confidence
Ioterval =
o Other " Annually — Seratified
Specify: Describe Group:
MCO
7 Continuously and " Orther
Ongoing Specify:
- Other
o Speoify:

Page ¢ of 8

Drata Ageregation and Analvsis:

Responsibie Party for data aggregation
and analysis (check each that applies):

Freguency of data aggregation and
analvsis(check each that applies):

W State Medicaid Agency

T Weekly

" Orperating Agency " Mionthly

. Sub-State Entity Wt Quarterly

" Other ‘7 Anpually
Specify:

" Coniineousty and Ongoiag

o Other
Specify:

Performance Measure:
AA-2: The IME shall measure the number and percent of months in a calendar quarter
that each MCO reported all HCBS PM data measures. Numerator = # of months each
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MCO entered all required HCBS PM data; Denominator = # of reportable HCBS PM
months in a calendar guarter.

Data Source (Select one):
Other

If'Other' is selected, specify:
MCO perfomance moniioring

Respensibie Party for Frequency of daia Sampling Approachycheck
data collection/generation | collection/generation gach thai applies).
(check each that applies): | {check each that applies}):
" State Medicaid T Weekly ' 160% Review
Asgency
" Operating Agency o Monthly " Less than 100%
Reoview
" Sub-State Entity L Quarterly _ Represeatative
Sample
Confidence
Imterval= o]
« Other " Aswpually . Stratified
Specify: Describe Graup:
MCO g
" Continuously and " Other
Ongoing Specty:
T Other
Specify: ..

Drata Aggregation and Analysis;

Respensible Party for data aggregation | Frequency of data aggregation and

and analysis (check each thar applies). analvsis(check each that applies):
< State Medicaid Agency © Weekly

_ Operating Agency " Menthly

7 Sub-State Entity W Quarterly

.. Other "~ Annualty

Specify:

. Confinnousty and Ongoing

. Dther
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Responsibie Party for data aggregation i Frequency of daia aggregation and
and analysis (check each that applies): analvsis(check each that applies):

Specify:

. If applicable, i the textbox below provide any necessary additional information on the strategies emploved by
the State to discover/identify problems/issues within the warver program, including frequency and parties
responsible.

Through the Bureau of Managed Care each MCO is assigned state staff as the contract manager; and other
state staff are assigned to aggregate and analyze MCO data.  This staff oversees the quality and timeliness
of monthly reporting requirements. Whenever data s late or missing the issues are immediately addressed by
each M{CO account manager to the respective MCO.

b. Methods for Remediation/Fixing Individual Problems
L. Describe the State’s method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problem correction. In addition, provide
information on the methods used by the State to document these items.
If the contract manager, or policy staff as a whole, discovers and documents a repeated deficiency in
performance of the MCQ, a plan for improved parformance is developed. In addition, repeated deficiencies
in contractual performance may result in a withholding of payment compensation.

General methods for problem correction include revisions to state coniract terms based on lessons learned.
it. Remediation data Aggregation
Remediation-retated Data Aggregation and Analysis (including trend identification)

Freguency of data aggregation and

Respensible Partyicheck each that applies): | analysis(check each that applies):

o .otate Medicaid Agency L Weekly

- Operating Agency ~¢ Monthly

. Sub-Stafe Entity " Quarterly
« Otber T Annually
- specify: 1

Contracted Entity and MCOs

" Continvously and Ongeing

T Other
Specify:

¢. Timelines
‘When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines io design
methods for discovery and remediation related to the assurance of Administrative Authority that are currently non-
operational.
‘# No
. Yes
Please provide a detailed strategy for assuring Administrative Authority, the specific timeline for implementing
identified sirategies. and the parties responsible for ifs operation.
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Appendix B: Participant Access and Eligibility
B-1: Specification of the Waiver Target Group(s)

a. Target Groupis). Under the walver of Section 1902{a)}(10){B} of the Act, the State lmits waiver servicas t¢ one or
more groups or subgroups of individuals. Please see the instruction manua!l for specifics regarding age Hmits, In
accordance with 42 CFR §441 301(B)(6). select une or more waiver largel groups, check each of the subgroups in the
selected tavger group(s) thal may receive services under the waiver. and specify the minimum and mocimum (if any)
age of individuals served in each subgroup.

Maximum Age
Target Group Inclhuded Target SubGroup Minimum Age | Mazimum Age [No Maximum Agel
Limit Lirnit

i Agedor Brisabled, or Both - General

A ged ; !

) Disabled (Physical) 18 64

. fMsabled {Other)
T Aged or Pisabled, or Koth - Specific Recogrized Subgroeps

EBrain Injury

HTV/ARDS

MMedically Fragiie

Tecknolegy Dependent i

T Intellecinal Disability or Developmentai Dhsability, or Both

[Autism s

Developmental Disability

iintcllectual Disability

" Mentat Hlness

A

iviental Hiness )

[Serious Emotional Disturbance

b. Addifional Criteria. The State further specifies its target group(s) as follows:

The member must be blind or disabled as determined by the receipt of social security disability benefits or through a
disability determination made by the department. Disability determinations are made in accordance to supplemental
security income guidelines under Title X VI of the Social Security Act or disability guidelines for the Medicaid
employed people with disabilities coverage. The approved member must be ineligible for HCBS for individuals with
an Inteliectual Disability as diagnosed in the DSM-V,

¢. Transition of Individuals Affected by Maximum Age Limitation. When there is a2 maximum age limnit that applies
o individuals who may be served in the waiver, describe the transition: planning procedures that are undertaken on
behalf of participants affected by the age limit fselect onej:

.. Not applicable. There is no maximum age limit

‘® The following transition planning procedures are emploved for participasts who will reach the
waiver's maximum age limit.

Specifi:

Upon reaching the age of 65, 2 PD member, either FFS or MCO, may be eligible to receive services through
another HCBS watver (e.g., the Elderly watver); or State Plan services (e.g. PACE) that may meet the
mermmber’s needs.
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FPS Members

The Incoine maintenance worker receives notification from an ISIS milestone when a member s turming

65. An SIS workflow is started 30 days before the member’s 65th birthday for both FFS and MCO
members. The income maintenance worker will close the PD waiver case and send the member a letter
mforming them they are no longer eligible for the PD Waiver but they may be eligible for another waiver. The
letter offers the member the option to complete the HCBS assessment form and refurn for an ehgibility
determinatiott,

The assigned DS case manager will coordinate transition services for the PD member.

An SIS milesione is generated 30 days before the 65th birthday to notify the member that he/she will lose PD
age eligibility upon reaching the age of 65 and the comact mformation for additional mformation regarding
service choices.

1f the member chooses 1o apply for another waiver, the application may be submitted no earlier than 60 days
prior to the 65th birthday,

A new level of care assessment is not required if current within 365 days.

MCO Members

As in the FFS process, the income maintenance worker recetves notification from an ISIS milestone when a
MO member ts turning 65, The income maintenance worker will close the PD waiver case and send the
member a letter informing them thev are no longer eligible for the PD Waiver bur they may be eligible for
another waiver. The letter offers the member the option to compiete the HCBS assessment fortm and return for
an eligibility determination,

The assigned MCO care coordinator will coordinate transition services for the MCG PD member.

If the member chooses to apply for another waiver, the application may be submitied no earlier than 60 days
prior to the 65th burthday.

IME provides daily and monthly data transfers that include changes i mdividual HCBS member changes or
key ages that can affect a member’s eligibility. Also, each MCO establishes its own processes to ensure a
successful transition to other services from the PD Waiver because of the age criteria.

A new level of care assessment is not required if cizrent within 365 days.

Appendix B: Participant Access and Ehigibility
B-2: Individual Cost Limit (1 of 2

a. Individual Cost Limit. The following individual cost limit applies when determining whether 10 deny home and
community-based services or entrance to the waiver to an otherwise eligible individual (selecr one). Please notie that a
Staie may have only ONE mdividual cost limit for the purposes of determining eligibility for the warver:

‘& No Cost Limit. The State does not apply an individual cost Yimit. Do not complete liem B-2-b or item B-2-c.

Cost Limit in Excess of Institutional Costs. 'The State refuses entrance to the waiver to any otherwise eligible
individual when the State reasonably expects that the cost of the home and community-based services fiumished
to thar individual would exceed the cost of a level of care specified for the waiver up to an amount specified by
the State, Complete Ifems B-2-b and B-2-c.

The limit specified by the State is (select one)
A level higher than 100% of the instifutional average.
Specify the pe_rcentage:fl 5
Other

Specify:
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Institutional Cost Limit. Pursuant to 42 CFR 441.301(a)(3), the State refuses entrance fo the waiver io any
otherwise sligible individual when the State reasonably expects that the cost of the home and community-based
services furnished to that individual would exceed 100% of the cost of the level of care specified for the waiver.
Complete ltems B-2-b gnd B-2-c.

" Cost Limit Lower Than Institutionai Costs. The State refuses entrance to the waiver io any otherwise
gualified mdividual when the State reasonably expects that the cost of home and community-based services
furnished to that individual would exceed the following amount specified by the State that is less than the cost of
a level of care specified for the waiver,

Specify the basis of the limil, including evidence that the limit is sufficieni to assure the health and welfare of
warver participants. Compleie ltems B-2-b and B-2-¢.

t

3

The cost limit specified by the State Is (select one):

" The following dollar amount:

Specify dollar amount:% :
The doltar amount (select onej

- Is adjusted each year that the waiver is in effect by applying the following formula:

Specify the formuia:

May be adjusied during the period the waiver is in effect. The State will submit a waiver
amendment to CMS to adjust the dollar amount.

~ The following percentage that is less than 100% of the institutional average:

[ ——

Specify percent]

© Other:

Specifv:

Appendix B: Participant Access and Elgibility
B-2: Individual Cost Limit (2 of 2)

Answers provided in Appendix B-2-a indicate that vou do pot peed to complete this section.

b. Method of implementation of the Individual Cost Limit. When an individual cost limit is specified in Item B-2-a,
specify the procedures that are followed to determine in advance of waiver entrance that the individual's health and
welfare can be assured within the cost limit;
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c. Participant Safeguards. When the State specifies an individual cost mit in Item B-2-2 and there is & change in the
participant's condition or clrcumsiances post-entrance to the waiver that requires the provision of services in an
amount that exceeds the cest [imit in order to assure the participant's health and welfare, the State has established the
foliowing safeguards tc avoid an adverse impact on the participant (check each that applies):

" The participant is referred to another waiver that can zccommodate the individual's needs.

_ Additional services in excess of the individual cost Iimit may be authorized.

Specify the procedures for anthorizing additional services, including the amount that may be authorized:

77 Other safegeard(s)

Specify:

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served (L of 4)

a. Updupbcated Number of Participants. The following tabie specifies the maximum number of unduplicated
participanis who are served in each vear that the waiver is in effect. The State will submit a watver amendment to
CMS to modify the number of participants specified for any vear(s}, including when a modification is necessary due
to legisiative appropriation or another reason. The number of undupiicated participants specified in this table is basis
for the cost-neutrality calculations in Appendix I:

Tabke: B-3-a
Waiver Year Einduplicated Number of Participants
Y ear | ; 1492
Vear 2 11522 !
Year 3 1552
¥ ear 4 11584
IWear 8 GE —_

b. Limitation on the Number of Participants Served at Any Point in Time. Consisient with the unduplicated number
of participants specified in liem B-3-a, the State may itmit to a lesser number the number of participants who will be
served at any point in time during a waiver vear. Indicate whether the State limits the number of participants ir this
way: (select one}

The State does not fimit the number of participants that it serves at any point in time duering a
watver year.

‘% The State limits the number of participants that i serves at any point ip time during a waijver year.

The lunit that applies to each vear of the waiver period 1s specified in the following table:

Tabie: B-3-b

Maximum Number of Participanis

Waiver Year Served At Any Point During the Year

IV ear 1 }]]6} :

Y ear 2
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Waiver Vear Maximuem Nember of Participanis
Served At Anv Point ﬂur_in‘,r_»' the Year
1200 '
I¥ear 3 ‘ 1238
v ear 4 1276
Vear S a 1317 i

Appendix B: Participant Access and Eligibility
B.3: Number of Individuals Served (2 of 4)

¢. Reserved Waiver Capacity. The State may reserve a portion of the participant capacity of the waiver for specified
purposes {e.g.. provide for the community ransition of institationalized persons or fimnish waiver servicss 10
individuals experiencing & crisis) subject to CMS review and approval. The State (select one).

‘& Not applicable. The state does not reserve capacity.

The State reserves capacity for the following purpose(sh.

Appendix B: Participant Access and Elgibijity
B-3: Number of Individuals Served G of 4)

d. Scheduled Phase-In or Phase-Out. Within a waiver vear, the State may make the number of participants who are
served subject to a phase-in or phase-out schedule fselect one):

‘@ The waiver is not subject to 2 phase-in or a phase-out schedule.

ThHe Waiver 1§ Subject 60 1 pHaseii oF phasesowt seheduke that s induded 1o Attachiment #16
Appendix B-3. This schedule constitutes an intra-yvear limitation on the number of participants who
are served in the waiver.

e. Allocation of Waiver Capacity.
Select one:

‘& Waiver capacity is allocated/managed on 2 statewide basis.
. Waiver capacity s aliocated ic local/regional non-state entities.
Specify: (a) the entities to which waiver capacity 15 allocated; (b) the methodology that is used o allocate

capacity and how often the methodology 18 reevaluated, and, (¢) policies for the reallocafion of unused capacity
among local/regional non-state entities:

|
i

f. Selection of Entrants to the Waiver. Specify the policies that apply to the selection of individuals for entrance to the
waiver:

Approved, in-process. and waiting list figures can be found on the DHS website at:
http://dhs.dowa.gov/ime/members/medicaid-a-to-zhebs/waivers,

Per 441 Towa Administrative Code §3.102(5)b). PD walver slots are available on a first-come, first-served basis. If
po slot is available, applicants are entered onto & waiting [1st according to the following:

“(1) Apphicants not currently eligibie for Medicaid shall be entered on the basis of the date a compieted Form 470-

2927 or 470-2927(S), Health Services Application, is received by the department or upon receipt of disability
determination, whichever is later. Applicants currently eligible for Medicaid shall be added on the basis of the date
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the applicant requests HCRS phivsical disability program services. In the event that more than one application is
received on the same day, applicants shall be entered on the waiting list on the basis of the day of the month of thewr
birthday, the lowest aumber being first on the Iist. Any subsequent tie shall be decided by the month of birth,
January being month one and the lowest number.

(2} Persons who do not fall within the availabie slots shall have their appheations rejected but their names shall be
maintained on the waiting [ist. As slots become available, persons shall be selected from the waiting hist o maintan

the number of approved persons on the pregram based on their order on the waiting list”

The PD waiver does not have an emergency or reserve capacity list.

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served - Attachment 71 (4 of 4

Answers provided in Appendix B-3-d indicate that you do pot need to complete this section.

Appendix B: Participant Access and Eligibility
B-4: Eligibility Groups Served in the Walver

1. State Classification, The Staie is a (select onel:
£ §1634 State
. SSI Criteria Staie
" 209(b) State

2. Miller Trust State.
Indicate whether the Staie 1s a Miller Trust State (select onej:
. Ne

13-

- Yes

b, Medicaid Eligibility Groups Served in the Waiver. Individuals who receive services under this waiver are eligible
under the foliowing eligibility groups contained in the State plan, The State applies all applicable federal financial
participation limits under the plan. Check all that apph-.

Eligibility Groups Served in the Waiver {exciuding the special home and commmnity-based waiver group under 42
CFR §435.217)

" Low income families with children as provided in §1931 of the Act
¢ SSI recipients
" Aged, blind or disabled in 209(b) states who are eligible under 42 CFR §435.121
. Optional State supplement recipients

" Optional categorically needy aged and/or disabled individuals who have income at:
Select one:

100% of the Federal poverty level (FPL)
Y% of FPL, which is lower than 100% of FPL.

Specify percentage:]
Working individuals with disabilities who buy into Medicaid (BBA working disabled group as provided in
§1902(a)(F O A)NGDXILT)) of the Act)
" Working individuals with disabilities who buy into Medicaid (TWWILA Basic Coverage Group as
provided in §1982{a)(10K A}IINXYV) of the Act)
” Working individuals with disabilities who buy into Medicaid (TWWIILA Medical Improvement Coverage
Group as provided in §1902(a)(R0)} A)(i)(XV]) of the Act)

@]
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Disabied individuals age 18 or vounger who would require ap institutional level of care (TEFRA 134
efigibility group as provided in §1902{e}3) of the Act)
Medically needy in 209(b) States (42 CFR §435.330}

" Medicaily needy in 1634 States and 551 Criteria States (41 CFR §433.320, §435.322 and §435.324)
«* Other specified groups {include only statuiory/reguiatory reference to reflect the additional groups in the
State plan that may receive services under this waiver)

Specify:

Groups meluded under mandatory coverage of the aged blind and disabiliiy as listed in 42 CFR §435.122, 130 -
131, 133 - 135, 137 - 138, and optional groups listed in 42 CFR §435.210.

Speciaf home and conmnunity-based waiver gronp under 42 CFR §435.217) Note: When the special home and
compumit-based waiver group under 42 CFR §435.217 is included, Appendix B-3 must be completed

Ko, The State does not farnish waiver services fo individuals in the special home and community-based
waiver group under 42 CFR §435.217. Appendix B-5 is not submitted.

‘& Veg. The State furnishes waiver services to individuals in the special heme and commusnity-based waiver
group under 42 CFR §435.217.

Select one and complete Appendix B-5.

_+ Al individuals in the special home and community-based waiver group under 42 CFR §435.217

‘® Only the following groups of individuals in the special home and community-based waiver group
under 42 CFR §435.217

Check each that applies:

«~ A special income level equal fo:

Qo
O T 4 O e ) o 3-o0

£ 300% of the SSI Federal Benefit Raie (FBR)
J A percentage of FBR, which is lower than 300% (42 CFR §435.236)

Specify percentage: ]

i

A dollar amount which is lower than 300%.

Specify dollar amount:
Aged, blind and disabied individuals who meet requirements that are more resirictive ihan the

SSI program (42 CFR §435.121)
" Medically needy without spenddown in States which also provide Medicaid to recipients of SSI

(42 CFR §435.320, §435.322 and §435.324)
~ Medically needy without spend down iz 209(b) States (42 CFR §435.330)

© Aged and disabled individuals whe have income at:
Select one:

160% of FPL

" % of FPL, which is lower than 300%.
Specify percentage amount:é ;

't Other specified groups (include oniy statuiory/regulatory reference to reflect the additional
croups in the State plan that may receive services under this waiver)

Specify:
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Appendix B: Participant Access and Eligibility
B-5: Posi-Eligibility Treatment of Income (1 of 7)

In accordance with 42 CFR $§441.303(e), Appendix B-5 must be completed when the Stale furnishes waiver services 1o
individuals in the special home and communin-based waiver group under 42 CFR $435.217, av indicated in Appendix B-4.
Posi-eligibility applies only 1o the 42 CFR §435.217 group.

a. Use of Spousal Impoverishment Rules. Indicate whether spousal impoverishment rules are used to determine
ehgibility for the special home and community-based waiver group under 42 CFR §433.217:

Note: For the five-vear period beginning January 1, 2014, the following instructions are mandaiorv. The following
hox should be checked for all waivers that furnish waiver services 1o the 42 CFR §435.217 group effective ar any
point during this time period. '

/' Spousal mmpoverishment rules ander §2924 of the Act are used to determine the eligibility of individuais
with & communify spouse for the special home and community-based waiver group. In the case of a
participant with a community spouse, the State uses spousal post-cligibility rules under §1924 of the Act.
Complere lrems B-5-¢ (if the selection for B-4-g-1 is SSI State or §1634) or B-3-f (if the selection for B-4-a-i is
2095 Staie} gnd liem E-5-g unless the siate indicates that it also uses spousal posi-eligibility rules for the time
periods before January 1, 2014 or after December 31, 20186.

Note: The jollowing selections apply for the time periods before January 1, 2014 or after December 31, 2018 (select
0ne)j.

@ Spouszl impoverishment rules under §1924 of the Act are used to determine the eligibility of individuals
with 2 community spouse for the special howe and community-based waiver group.

In the case of a participant with a community spouse, the State elects to (select one):

% Tlse spousal post-eligibility rules under §1924 of the Act.
(Complete Ttem B-5-b (SSI Stare) and llem B-5-d)

© * Use regular post-eligibility rules under 42 CFR §435.726 (SSI State) or under §435.735 (209b Staie)
(Complete Item B-5-b (S5 Stare). Do not complete ltem B-3-d)

Spousal impoverishment rules under §1924 of the Act are not used to determine eligibility of individuals
with a community spouse for the special home and community-based waiver group. The State uses regular
posi-eligibility rules for individuals with a community spouse.

(Complete Item B-3-b (SSI State). Do not complete ftem B-5-dj

Appendix B: Participant Access and Eligibility
B-5: Pest-Eligibility Treatment of Income 2 of 7)

Note: The following selections apply jor the time periods before January 1, 2014 or afier December 31, 20168
b. Regular Post-Eligibility Treatment of Income: S5I State.

The Staie uses the post-eligibility rules at 42 CFR 435.726 for indtviduals who do not have a spouse or have a spouse
who 13 not a community spouse as specified in §1924 of the Act. Payment for home and community-based waiver
services is reduced by the amount remaining after deducting the following allowances and expenses from the waiver
participant's income:

i. Allowance for the needs of the waiver participant {select one):

- Fhe foliowing standard included under the State plan

Select one;

" SSI standard

o
i
y\
[
o]
—
o0
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Optional State supplement stapdard
Medically needy income standard

~..* The special income leve] for institutionalized persoms
{select one):

_ 3060% of the SSI Federal Benefit Rate (FBR)
A percentage of the FBR, whick is kess thap 300%

Specify the percentage

"+ A doliar amount which is less thap 300%.

Specify doflar amount:é :
A percentage of the Federal poverty level

Specify percentage:

RT——

_ Other standard inciuded under the State Plan

Specifis

i

_ The following doliar amount

Specify doliar amount: __5 If this amount changes, this item will be revised.

‘& The following formula is used to defermine the needs aliowance:

Specify:

The foliowing formula is used to determine the needs allowance: 300% of the SS8I benefit and for
participants who have a medical assistance income trust (Miller Trust) an additional $10 {or higher if
court ordered) to pay for adminisirative costs.

DHS determines patient liability. For managed care enrollees with a patient liability, DHS wili
communicaie to the MCO the amount of each member's lability. Members will be responsible for
remitting their patient liabilitv fo their watver providers. The MCO reduces its payment for a member's
wajver services up to the amount of the patient liability.

The capitation rates calculated for MCOs inciudes a long-term services and supports (LTSS) component
which is a blend of mstitutional services and horme and community based services (HCBS). When
capitation rates were developed, the LTSS component was calculated with consideration given to patient
Jiability as a possibie source of funds used to pay a portion of the services provided through the watver.
For both the institutional and HCBS component of the rate, the average patient liability was subtracted.
Therefore, the MCOs are paid net of the average patient liability.

Other

Specify:

ii. Aliowance for the spouse only (select one):

# Not Applicable
_ The state provides as aliowance for a spouse who does not meet the definition of a community
spouse in §1924 of the Act. Describe the circomstances under which this allowance is provided:

https://wms-mmdl.cms.gov/WMS/faces/protected/3 5/print/PrintSelector.jsn 5/15/2018



Appendix B: Waiver Draft [A.001.04.01 - Oct 01, 2018 Pag

i
i
]
]
L3
xS
I~

Specif:

=i

Specify the amount of the aliowance (select one):

SSI standard
- Optional State supplement standard
- Medically needy income standard

The following dollar amount:

Specify dollar a.mount:i z I this amount changes, this fiem will be revised.

The amount is determined wsing the following formula:

Specify:

iil. Aliowance for the family (selec! one):

.7 Not Applicable (see instructions)

‘& AFDC peed standard

Medically needy income standard
The following dollar amount:

——

Specify dollar amount:§ | The amount specified capnot exceed the higher of the need standard

for.a familv.of the same.size used.to.deierming .ﬁﬁgihﬂif}»‘ under the State's ﬁpp}:Q_\n:Pd AEDC p)an orthe

medically needy income standard established under 42 CFR $435.811 for a family of the same size. If
this amount changes, this item wil} be revised.

The amount is determined using the foliowing formula:

Specifv.

-
"

I
:
;
:
:

Other

Specify:

iv. Amounts for incurred medical or remedial care expenses not subject to payment by a third party,
specified in 42 §CFR 435.726:

a. Health insurance premiums, deductibles and co-insurance charges

b. Necessary medical or remedial care expenses recognized under State law but not covered under the
State's Medicaid plan, subject to reasonable limits that the State may establish on the amounts of these
expenses.

Select one:

.’ Not Applicable (see instructions)Noie: If the State protects the maximum amoun! for the waiver
participant, not applicable must be selected.

% The State does not establish reasonabie mits.
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. The State establishes the following reasonable limits

Specifi:

Appendix B: Participant Access and Eligibility

B-5: Post-Eligibility Treatment of Income (3 of 7

Note: The following selections applv for the time periods before Javmary 1, 2014 or after December 31, 2018

¢. Regular Post-Eligibility Treatment of Income: 209(B) State.

Answers provided in Appendix B-4 indicate that you do not need to complete this section and therefore this
section is not visible.

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income t4 of7)

Note: The foliowing selections apply for the time periods before Jamsary 1. 2014 or after December 31, 2018,
d. Pest-Ehgibility Treatment of income Using Spousal Impoverishment Rules

The State uses the post-cligibility rules of §1924(d) of the Act {spousal impoverishment protection} to determine the
contribution of & participant with 2 community spouse toward the cost of home and community-based care if it
determines the individual's eligibility under §1924 of the Act. There is deducted from the participant's monthly
income a personal needs allowance (as specified below), 2 commmity spouse's allowance and a family allowance as
--specthiedin-the-State-Medicaid Plan-The-State-must-alse-protest amounts-for incumred-expensas-for-medical-or

remedial care {as specified below).
L. AHowance for the personal needs of the waiver participant

(select one):
- SSI stapdard
Optional State supplement standard
Medically needy income standard
The special income level for institutionalized persons

.. A percentage of the Federal poverty level

Specify percentage;]
" The following doliar amount;

fremma

Specify doliar amount:| E If this amoum changes, this item will be revised

. The following formula is used to determine the needs allowance:

Specify formula:

% Other

Specify:
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300% of the SSI benefit and for members who have a medical assistance income trust (Miller Trust) an
additional $10 (or higher if court ordered) to pay for the administration fees.

DIHS determines patient liability. For managed care enrollees with a patient liability, DHS will
communicate to the MCO the amount of each member's liability. Members will be responsible for
remitting their patient liability to their waiver providers. The MCO reduces its payment for a member's
waiver services up to the amount of the patient Habihty.

The capitation rates caiculated for MCOs includes a long-term services and supports (LTSS) component
which is a blend of institutional services and home and community based services (HCBS)., When
capitation rates were developed, the LTSS component was calculated with consideration given to patient
liability as & possible source of funds used to pay a portion of the services provided through the

waiver. For both the institutional and HCBS component of the rate. the average patient lability was
subtracied. Therefore, the MCQs are paid net of the average patient liability.

ii. Ff the allowance for the personal needs of a waiver participant with a community spouse is different
from the amount esed for the individual's mainienance allowance under 42 CFR §435.726 or 42 CFR
B433.735, explain why this amount is reasonable to meet the indjvidual's maintenance needs ip the
COmMuRity.

Select one:

‘& Allowance is the same
. Aliowanee is different.

Explanation of difference.

iit--Amounts ferincurred-medicat-or remedial-care- expensesneot-subjectto-payment -by-a-third party;
specified in 42 CFR §435.726:

a. Health insurance premiums, deductibles and co-insurance charges

b. Necessary medical or remedial care expenses recognized under State 1aw but not covered under the
State’s Medicaid plan, subject to reasonable limits that the State may establish on the amounts of these
eXpenses.

Select one:

_ Not Applicable {(see instructions)Note: ff the State protects the maxinum amount for the waiver
participant, not applicable must be selected.

%” The State does not establish reasonabie [imits.

The State uses the same reasonable limits as are used for regular (non-spousal) post-eligibiiity.

Appendix B: Participant Access and Ehgibility

B-5: Pest-Eligibility Treatment of Income (5 of 7)

Note: The following selections apply for the five-vear period beginming January I, 2074,

e. Regular Post-Eligibility Treatment of Income: §1634 State - 2014 through 2018.

Answers provided in Appendix B-5-2 indicaie the selections in B-5-b als¢ appiy to B-5-¢.

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (6 of 7)
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Note: The following selections apply for the five-vear period beginning January 1, 201 4.

f. Reguilar Post-Eligibility Treatment of Income: 209(B) State - 2014 through 2018

Aunswers provided in Appendix B-4 indicate that vou do not need to complete this secfior and therefore this
section is not visibie.

Appendix B: Parficipant Access and Ehgibility

B-5: Post-Eligibility Treatment of Income (7 of 7)

Note: The following selections apply for the five-vear period beginning Jamary 1, 2014.
g. Peost-Eligibility Treatment of Income Using Spousal Impoverishment Rules - 2014 through 2018.

The State uses the post-eligibility rules of §1924(d) of the Act (spousal impoverishment proteciion} to determine the
conwibution of & participant with a community spouse toward the cost of home and community-based care, There is
deducted from the participant's monthly incorme a personal needs aliowance (as specified below). a communiry
spouse's aliowance and a family allowance as specified in the State Medicaid Plan. The State must also protect
arnounts for incurred expenses for medical or remedial care (as specified below).

Answers provided in Appendix B-5-a indicate the selections in B-5-d ziso apply io B-5-g.

Appendix B: Participant Access and Eligibility

B-6: Evalnation/Eeevaluation of Level of Care

As specified in 42 CFR §441.302(c), the State provides for an evaluation {and periodic reevaluations) of the need for the
levelfs) of care specified for this waiver, when there is a reasonable indication that an individual may need such services in
the near furure (one month or less), but for the availability of home and community-based waiver services.

2. Reasopabie Indication of Need for Services. In order for an individual to be determined {0 need waiver services, an
individual must require: (a) the provision of at least one waiver service, as documented in the service plag, and (b) the
provision of waiver services af least monthly or. if the need for services is less than monthly, the participant requires
regular monthly monitoring which must be documented i the service plan. Specify the State's policies concerning the
reasonable indication of the need for services:

I. Minimum number of services.

The minimum number of waiver services (one or more) that an individual must require in order to be
determined to need waiver services is:%i :
ii. Frequency of services. The State requires {select one):
" The provision of waiver services at least monthly
€ Monthly monitoring of the ipdividual when services are furnished on a less thar monthly basis

If the State also reguires a minimum frequency for the provision of waiver services other than monthly
{e.g., quarterly), specify the frequency:

HCBS waiver services must be accessed at lsast once every calendar quarter by the member both FFS
and MCO members.
b. Responsibility for Performing Evaleations and Reevaluations. Level of care evaluations and reevaluations are
performed (select one):

 Directly by the Medicaid agency
By the operating agency specified in Appendix A
‘# By an entity under contract with the Medicaid agency.

Specifv the entity:
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The IME MSU is responsible for determining the ipitial level of care evaluation for waiver enrollment with the
mput of the case manager, health home coordinaior, community-based case manager, medical professional, and
other appropriate professionals. For fee-for-service members, the reevaluation is also conducted by the IME
MSU. MCOs are responsible for reevaluations of their members. The IME MSU reviews and approves all
reevaluations that mdicate a change in the member’s level of care. MCOs are responsible for developing and
implementing policies and procedures for ongoing identification of members who may be eligible for waiver
services. Upon identification the MCO completes the initial level of care assessment with the IME MSU
maintaining final review and approval authority.

o Other
Specify.

c. Qualifications of Individuais Performing Initial Evaluation: Per 42 CFR §441.303(c)(1), specify the
educational/professional qualifications of individuals who perform the mitial evaluation of level of care for waiver
applicants:

Medical professionals (i.e., licensed physician, physician assistant or advanced registered nurse practirioner) perform
the initial evaluation/complete the assessment tool. The IME requires that professionals compieting the level of care
determination are licensed RNs. If the RN is unable to approve level of care, then the Physician Assiatant or MDD
male the final level of care determination.

d. Level of Care Criteria. Fully specify the level of care criteria that are used to evaluate and reevaluate whether an
individual needs services through the waiver and that serve as the basis of the State's level of care mstrument/tool.
Specifv the level of care instrament/too! that 1s emploved. State laws, regulations, and policies concerning level of
care criteria and the level of care insirument/tool are available to CMS upon request through the Medicaid agency or
the operating agency (if applicable}. inciuding the instrument/tool utilized.

IME Medical Services uses the following assessiments to evaluate and resvaluate applicants and members:
Physical Disability (PD)
Ages 18 - 20: mterRAI - Pediatric Home Care (PEDS-HC)

Ages 21+ interRAI - Home Care (HC)

PD with Habilitation
Age 18; inter-RAI Child and Youth Mental Health (ChYMH)
Ages 19 — 64; interRAI - Community Mental Health (CMH)

The interRAJ Home Care Assessment System (HC) has been designed to be a user-friendly, reliable, person-centered
assessment system that informs and guides comprehensive care and service planning in community-based settings
around the world. It focuses on the person’s functioning and quality of life by assessing needs, strengths, and
preferences, and facilitates referrals when appropriate. When used over time, it provides the basis for an outcome-
based assessment of the person’s response to care or services. The mterRAI HC can be used to assess persons with
chronic needs for care as well as those with posi-acute care needs (for example, after hospitalization or in a hospitai-
at-home situation). Areas of review include: (1) cognitive; (23 mood and behavior patterns; (3) phvsical functioning
— mobility; (4} skin condition; (5) pulmonary status; (6) continence; (7) dressing and personal ygiene — ADLS; (8)
physical functioning — eating; (9} medications; (10} commumication/hearing/vision patterns; and (11) prior living -
psvchosocial.

e. Level of Care Instrumeni(s). Per 42 CFR §441.303(c)2), indicate whether the mstmment/iool used to evaluate level
of care for the waiver differs from the instrument/tool used to evaluate mnstitutional level of care (select one):

“.. The same instrument is #sed in determining the ievel of care for the waiver and for institutional care
under the State Plan.

‘& A different instrument is used to determine the level of care for the waiver than for institutional care
under the State plan.

Describe how and why this instroment differs from the form used to evaluate mstitutional level of care and
explain how the outcome of the determination is reliable, valid, and fully comparable.

The interR AT HC Assessment Form is a2 Minimum Data Set screening tool that enables a trained assessor to
assess multiple kev domains of function, health, social support and service use. Particular interRAI HC items
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also 1dentify persons who could benefit from further evaluation of specific problems of risks for functional
decline. These are triggers that link the interRAI HC to a Clinical Assessment Protocol. The CAPS contain
general guidelines for further assessment.

The HC system supports & vartety of research-informed decision support tools that assist the assessor in
planning and monitoring care. These include:

*Scales for ADLs, cognition, communication, pain, depression, and medical instability

*Clinical Assessment Protocols that contain strategies 1o address problem conditions as triggerad by one or
more HC item responses

*Screening sysiems te identify appropriate outreach and care pathways for prospective clients (the MI Choice
and MAPLe systems}

* A quality monitoring system (Home Care Quality Indicators, or HCQIs)

* A case-mix system that creates distinct service-use intensity categories (RUG-HIHC)

IME Medical Services may request additional information from the service worker, case manager, health home
coordinator, or community-based case manager to clarifv or supplement the information submitied with the
assessment. The results of the assessment are used 1o develop the plan of care. Because the same criferia are
used for both mnstitutional care and waiver services, the outcorne is reliable, valid, and fully comparable.
f. Process for Level of Care Evaluation/Reevaluation: Per 42 CFR §441.303(c)X 1), describe the process for
evaluating walver applicants for their need for the level of care under the waiver. If the reevaluation process differs
from the evaluation process, describe the differences:

It is the responsibility of the case manager, health home coordinator, or community-based case manager fo assure the
assessment Is nitiated as required to complete the initial level of care determination. For FFS members, the mitial
assessment is completed by the Core Standardized Assessment(CSA) contractor Telligen and sent to the case
manager, or care coordinator, who uploads the assessment to the IME MSU. For MCO members, the MCO is
responsible to ensure the CSA is completed, and then uploaded the assessment to the IME MCU. The IME MSU 13
responsible for determining the level of care based on the completed assessment 100! and supporting docurnentation
from medical professionals.

becomes aware that the member’s functional or medical status has changed in a way that may affect Jevel of care
eligibility, The CSR process uses the same assessient tool as is used with the initial level of care determination. It
is the responsibility of the case manager or health home coordmator te assure the assessment is initiated as required
to complete the CSR. For fee-for-service members, the ISIS system sends out a milestone 60 days prior to the CSR
date to reming case managers and health home coordinators of the upcoming annual L.OC process. The FFS CSA
contractor compleies these assessment, and the IME MSU conduct LOC redeterminations.

MCQs are responsibie for conducting level of care reevaluations for members, using DHS designated tools, at least
anmually, and when the MCO becomes aware that the member’s functional or medical status has changed in a way
that may affect level of care eligibility. Additionally, any member or provider can request a reevaluation at any time.
Once the reevaluation is compiete, the MCO submits the level of care or functional eligibility information to the
IME MSU, The State retains authority for determining Medicaid categorical, financial, level of care or needs-basad
eligibility and enrolling members into a Medicaid eligibility category. MCOs track and report level of care and
needs-based eligibility reevaluation date, including, but not limited to, reevaluatiop compietion date. MCOs are
required to notify DHS of any change in level of care and DHS retains final leve] of care determination

authority, As the State is a nentral third party with final approval authority, there is no confiict of interest.

MCOs are contractually required to develop and maintain their own electronic community-based case management
systems that inciude functionality to ensure compliance with the State’s 1915(c) HCBS waiver and law. This
includes, but 1s not limited 1o, the ability to capture and track: (1) key dates and timeframes such as enrollment date,
daie of development of the care plan, date of care plan authorization, daie of Initial service delivery, date of level of
care and needs reassessments and dates of care plan updates and the functionalitv to notify the community-based
case manager or care coordinator of care plan, assessment and reassessment deadlines; (it) the care plan; (iif) all
referrals; {iv) level of care assessment and reassessiments; (v) needs assessments and reassessments; (Vi) service
delivery against authorized services and providers; (vii) actions taken by the community-basec case manager or care
coordinator to address service gaps; and (viii) case notes.

MCQOs are required to employ the same professionals. Further, MCOs are contractually required to ensure on an
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ongoing basis that all staff has the appropriate credentials, education, experience and orientation to fulfill the
requirements of their position. As applicable based on the scope of services provided under a subcontract, MCOs
must ensure all subcontractor staff is trained as well. Staff traming shall include, but ts not Iimited to: (i) contraci
requirements and State and Federal requirements specific to job functions; {ii) rraining on the MCOs policies and
procedures on advance divectives; {iii) initial and ongoing iraining or identifying and handling quality of care
concerns; {iv) culiural sensitivity fraiming; (v) training on fraud and abuse and the False Claims Act; (vi) HIPAA
waining; (vii) clinical protocol traimng for all clinical staff; (viil) ongoing training, at least quarterly, regarding
mterpretatiop and apphcation of utilization management giridelines for alt uiilization management staff, ()
assessment processes, person-centered planning and population specific training relevant to the enrolled populations
for all care managers; and (x) training and education to understand abuse, neglect, exploitation and prevention
including the detection, mandatory reporting, investigation and remediation procedures and requirements. Policies
and Procedures Manuals must alse be provided to the MCO’s entire staff and be incorporated inte all training
programs for staff responsible for providing services. Finally, MCOs must maintain documentation to confirm staff
training, curricuium, schedules and attendance. DES reserves the right to review traiming documentation and require
the MCO to implement additional staff training,

g. Reevaluation Schedule. Per 42 CFR §441.303(c)4), resvaluations of the level of care required by a participant are
conducted no less frequently than annually according to the following schedule (selecr one).

Every three months
Every siz months
‘& Every twelve months

.~ Other schedule
Specify the other schedule:

k. Qualifications of Individuals Who Perform Reevaluations. Specify the qualifications of individuals whe perform
reevaluations (select onej:

‘¢ The gualifications of individuals who perform reevaluations are the same as individuals who perform
initial evaluations.

" The gualifications are different.
Specify the qualifications:

i. Precedures to Ensure Timely Reevaluations. Per 42 CFR §441.303(c)4}, specify the procedures that the State
employs to ensure timely reevatuations of level of care (specify):

FFS

The FFS CSA contactor is responsible for submitiing timely level of care reevaluations of members. Reevaluations
are considered timely if they are completed within twelve (12) months of the previous evaluation. Reevaluations of
FFS members are tracked 1n the DHS Individualized Services Information System (ISIS). An ISIS milestone is sent
out to the FFS CSA contractor 60 days before the reevaluation is due.

On 2 weekly basis, an ISIS CSR report is extracted to identify FFS overdue reevaluations. The list is sent to the
management team for DHS Targeted Case Management for resoiution. The DHS TCM subimits a weekly status
report o the designated HICBS program manager for momnitoring with conferencing as needed.

A CSR or re~evaluation repost s also available through ISIS to track overdue reevaluations and is monitored by
Medica! Services, the Bureau of Long Term Care (BLTC), and IME.

MCO

Reevaluations of MCO members are also tracked in the DHS Individualized Services Information System (ISIS) for
IME oversight. However, MCOs are also responsible for recording timely completion of level of care reevaluations
of members. One hundred percent (100%) of member level of care reevaluations must be compieted within twelve
(12) months of the previous evaluation. ISIS is queried weekly to monitor the status of MCO LOC

determinations. This information is shared with MCO account mangers. DHS reserves the right to audit MCO
application of leve! of care criteria to ensure accuracy and appropriateness.
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MCOs are coniractally required to develop and maintain their own electronic community-based case management
systems that include functionality to ensure compliance with the State’s 1915(c) HCBS watver and taw. This
tnciudes, but is not imited to, the ability to capture and track: (i) kev dates and timeframes such as enroliment date,
date of development of the care plan, date of care ptan authorization, date of mitial service delivery. date of level of
care and needs reassessments and daies of care plan updates and the functionality to notify the community-based
case manager or care coordinator of care plan, assessment and reassessment deadlines; (i) the care plan; (iii) all
referrals; (iv) level of care assessment and reassessments; (v) needs assessients and reassessments; (vi) service
delivery against authorized services and providers: (vii) actions taken by the community-based case manager or care
coordinator t¢ address service gaps; and {viii} case notes.

Should MCO reevaluations not be completed in 2 imely manner, DHS may reguire corrective action(s) and
implement intermediate sanctions in accordance with 42 CFR 438, Subpart I. The nature of the corrective action(s)
will depend upon the nature, severity and duration of the deficiency and repeated nature of the non-compliance. The
non-compliance corrective actions may be mstituted in any sequence and include, but are not limited to. a written
warning, formal corrective action plar, withholding of ful! or partial capitation payments, suspending auto-
assignment, reassigning an MCCO's membership and responsibilities, appointing temporary management of the
MCO’s plan, and contract termination. In the event of non-compliance with reevaluation timelines, the MCCO must:
{1) immediately remediate ali individual findings identified through its monitoring process; (ii} rack and trend such
findings and remediation to identify evstemic issues of margina! performance and/or non-compliance; (iii)
implement straiegies to improve community-based case management processes and resolve arcas of non-~compliance
or member dissatisfaction; and (+v) measure the success of such straiegies in addressing identified tssues.

j. Mainterance of Evaluation/Reevaluation Records. Per 42 CFR §441.3053(c)(3}, the State assures thar written
and/or electronically refrievable documentation of all evaluations and reevaluations are maintained for a minimum
period of 3 years as required in 45 CFR §92.42. Specify the location{s) where records of evaluations and
resvaluations of level of care are maintained:

All evaluation and reevaluation level of care documents are faxed to the IME MSU regardless of delivery system
(i.e., FFS members and MCO members) and placed in “OnBase.” OnBase is the system that stores documents
electronically and establishes workflow. In addition, the waiver member's case manager, health home coordinator,

O CoNTHaitV-based case Manager 1§ TeSponsible 101 §eHvice To orditiation for each Thember These providers """

maintain a working case file for each member and must maintain the records for a period of five years from the date
of service. The case file mcludes all assessments, both initial and ongoing, completed during the time the member
was recerving waiver services. MCOs also maintain electronic case management systems that are used to capture
and track all evaluations and reevaluations.

Appendix B: Evaluation/Reevaluation of Level of Care

Quality Improvement: Level of Care

As a distinct component of the State’s guality improvement strategy, provide information in the following fields to detail the
State’s methods for discovery and remediation.

a. Methods for Discovery: Level of Care Assurance/Sub-assurances

The state demonstrates that it implements the processes and instrument(s) specified in its approved waiver for
eviluasing/reevaluating an applicant's/waiver participant's level of care consistent with level of care provided in a
hospital, NF or ICF/AID.

i. Sub-Assurances:

a. Sub-assurance: An evaluation for LOC Is provided to all applicants for whom there is reasonable
indication that services may be needed in the fummre,

Performance Measures

For each performance measure the State will use to assess compliance with the statwtory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.,
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For each performance measwre, provide rformation_ow the aggregmed data that will enable the Siare
10 analvze and assess progress toward the performance measure. In this section provide information
on the method by which each sowrce of daia is gnalvzed statisticallvideduciively: or inductively, how
themes are identified or conclusions drawn, and how recommendations are formulaied where
approprigate.

Performance Measure:

LC-al: IME will measure the number and percent of approved LOC decisions.
Numerator: # of compieted LOC; Denominator: # of referrals for LOC.

Drata Source (Select one}:

Other

If 'Other' is selected, specify:

FFS and MCO members will be pulied from ISIS for this measure. IME MSU
completes al initial level of care determinations for both FFS and MCO

popuiations.
Responsible Party for | Freguency of data Sampling Approach
data coliection/generation (check each thar applies).
collection/generation (check each thar applies):
fcheck each thar applies).
~ State Miedicaid 7T Weekly o 100% Review
Agency
7" Operating Agency | 4 Monthly " Less than 100%
Review
" Sub-State Entity T Quarterly - Representative
Sample
Confidence
& Other 7 Annually " Strafified
Specify: Describe
contracted entity Oroup: ...
" Continuously and " Other
Ongoing Specify: |
Other
Specify: .
Data Aggregation and Analysis:
Responsible Party for data Frequency of data agoregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
+/ State Medicaid Agency " Weekly
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Responsibie Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysisicheck each that applies):
that applies):
I Operating Agency - Monthly
. Sueb-State Entity « Quarterly
" Other T Annwally
Specify:....

* Continuously and Ongoing

Other
Specify:

b, Sub-assurance: The levels of care of enrolled participants are reevalusted ar least annually or as
specified in the approved waiver.

Performance Measures

For each performance measure the State will use o assess compliance with the statutory assurance (or
sub-gssurance), complete the following. Where possible, include mumerator/denominator.

For each performance measure, provide informaiion on the aggregated data that will enable the Staie
to analvze and assess progress ioward the performance measure. In this section provide information

on the method by which each source of data is analvzed siatisticallv/deductively or induciively, how
themes are identified or conclusions drawn. and how recommendations are formulaled where
appropriate.

c. Sub-assurance: The processes and instruments described in the approved waiver are applied
appropriately and cccording to the approved description (o determine participant level of care.

Performance Measures

For each performance measure the State will use to assess compliance with the statuiory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the ageregated data that will enable the Siate
io analvze and assess progress loward the performance measure. In this section provide information
o the method by which each source of data is analvzed siatistically/deductively or inductively, how
themes are identified or conclusions drawn. and how recommendations are formulated where
appropriate.

Performance Measure:

LC-cl: The IME shall determine the number and percent of initial level of care
decisions that were accurately determined by applying the approved LOC
criterion using standard operating procedures. Numerator: # of of LOC decisions
that were accurately determined by appiving the correct criteria as defined in the
waiver; Denominator: ¥ of reviewed LOC determinations.

Drata Source {Select one};
Other
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If 'Other is selected, specify:
IVIE MQUIDS and OnBase

Responsible Party for | Frequeney of data Sampling Approach
data collection/generation (check each that applies):
coliection/generafion (check each that applies):
(check each thar applies):
T State Medicaid T Weekly T 1% Review
Agency
7 Operating Agency | . Monthly ~ Less than 160%
Review
7" Sub-State Entity T Quarierly «/ Representative
Sample
Confidence
Interval =
%
i Other 0 Annually " Stratified
Specify: Describe
Contracted Entity Group: |
. Continuousiy and 7 Other
Ongoing Specify: ...
" Other
Speetfy

Pata Ageregation and Analysis:

Responsible Party for data Freguency of data aggregation and
aggregation and analysis (check each analysis(check each that applies).
thar applies):
w State Medicaid Agency T Weekly
~ Operating Agency T Monthly
T Sub-State Entity « Quarterly
- Other _ Annually
Specify: i
7 Continuously and Onrgoing
" Otber
Specify;
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ii. 1 applicable, in the texthox below provide any necessary additional information on the strategies emploved by
the State to discover/identify problems/issues within the waiver program, including frequency and parties
responsible.

Data for completed LOC is collected quarterly through reports generated through ISIS, MQUIDS, and
OnBase. This data is monitored for trends from an individual and systems perspective to determine in
procedural standards,

Monthly a random sample of LOC decisions is selected from each reviewer. 1QC activity is compleied on
the random sampie. This level of scrutiny aids in early detection of variance from the stated LOC criteria.

b. Methods for Remediation/Fixing Individual Problems

i. Describe the State’s method for addressing individual problems as they are discovered. inciude mformation
regarding responsible paities and GENERAIL methods for problem correction. In addition, provide
information on the methods used by the State to document these items.
The state’s Medical Services Unit performs mternal guality reviews of initial and annual ieve] of care
determinations to ensure that the proper criteria are applied, In instances when i 1s discovered that this has
not occurred, the unit undertakes additional raining for staff.

ii. Remediation Data Aggregation
Remediation-related Drata Agoregation and Analysis (inciuding trend identification}

i Responsible Party(check each that applies): F"eq“e““?{";if;ijff;;fi;;ﬂ;fd Analysis
W State Medicaid Agency _ . Weekly
" Operating Agency . Monthly
" Sub-Staie Entity ¢ Quarterly
" Other . Annually
Specify:

7 Centinuously and Ongoing

" Other
Specify:

c. Timelines
When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to destgn
methods for discovery and remediation related to the assurance of Level of Care that are currentiv non-operational.

& No

. Yes
Please provide a detailed strategy for assuring Level of Care, the specific timeline for implementing identified
strategies, and the parties responsible for jts operation.

Appendix B: Participant Access and Eligibility
B-7: Freedom of Cholice

Freedom of Choice. As provided in 42 CFR ¢441.302(d), when an individual is determined to be likely 1o require a level of
care for this waiver, the individual or his or her legal representative is:

i informed of any feasible aliernatives under the waiver; and
ii. given the choice of either institutional or home and communiiy-based services.
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a. Procedures. Specify the State's procedures for informing eligibie individuals {or their legal representatives) of the
feasible alternatives available under the waiver and aliowing these individuals to choose either institutional or wajver
services. Identify the form(s) that are employed to document freedom of choice. The form or forms are available fo
CMS upon request through the Medicaid agency or the operating agency {if applicable).

FFS

DHS is dedicated to serving individuals in the communities of their choice within the resources available and tw
implementing the United States Supreme Court’s mandate in Olmsied v. L.C. As such, services are provided n a
mamner that facilitaies maximum community placement and participation for members that require LTSS,

In accordance with 42 CFR 441.301 and the lowa Administrative Code 441-90.5(1)b and 44]-83, service plans must
reflect the services and supports that are mmportant for the member to meet the needs dentified through the needs
assessment, as well as what is important to the member with regard to preferences for the delivery of such services
and supports. The service plan, developed through a “person-centered” planning process, must reflect the member’s
needs and preferences and how those needs will be met by a combination of covered services and available
community supporis.

The person-centered process is holistic in addressing the full array of medical and non-medical services and supports
to ensure the maximum degres of mtegration and the best possible health outcomes and member

satisfaction. Moreover, members are given the necessary information and support fo ensure their direction of the
process to the maximum exient possible, and to empower them to make mformed choices and decisions regarding
the services and supports received.

During envoliment of fee-for-service members, 1SIS requires that case managers ({CM) and health home
coordinators atiest to having offered a choice betwesn FICBS or institutional services. Choice is verified by : (1)
marking the waiver box on the application; (2) sending a writien request asking for waiver services; or (3} verbally
confirming the member's choice with the income maintenance worker and the case manger or health home
coordinator documents the conversation.

Further, there are waiver informational brochures available to share with memberss and their

parents/suardians. Brochures are available at each of the DHS county offices. Information 1s alsc available on the
IME and MCO websites. The brochures include information on eligibility, service descriptions, and the application
process. Once a member begins the enrollment process and has a case manager, heailth home coordinator, or
community-based case manager assigned, a more detailed review of services and providers that are available I the
area occurs as part of the planning process for developing 2 member’s plan of care.

MCO
MCO community case managers are required ensure that members are offered choice according to their respective
MCO processes and forms, which are reviewed and approved by DHS.

As part of the 2017 EQR process, a focused study was conducted regarding Person Centered Care Planning
processes of the MCOs. The EQR vendor conducted onsite visits to review MCO documentation of person centered
care planning (including freedom of choice) for a sample of MCO members to verify that MCOs are maintaming
records of such processes. The results of this study will be provided to the IME in Spring 2018. MCO account
managers will then work with the MCOs to ensure that choice is documented as part of the overal] process.

In addition, the IME Medical Services Unit (MSU)reviews the person centered service plan to determine if provider
choice {including CCO) 1s offered.

The HCBS Unit, during the IPES member telephone surveys. asks members if they are offered choice of
providers. The HCBS regiona) specialists (part of the HCBS QA Unit) as part of the IDT/CBCM Ride Along
activity, identifies if provider choice is offered during the IDT meetings.

b, Maintenance of Forms. Per 43 CFR §92.42, written copies or electronically retiievable facsimiles of Freedom of
Choice forms are maintained for a minimum of three years. Specify the locations where copies of these forms are
maintained.

Ereedom of Choice forms for fee-for-service participants is docamented i member service pians and in
1S1S. MCOs are responsible for maintaining records that fully disclose the extent of services provided to members
for 2 minimum of seven vears, and must furnish such information to duly authorized and identified agents or
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representatives of the siate and federal governments.

MCO

The 2017 External Quality Review (EQR) process inciuded a focused study on the MCOs Person Centered Care
Planning processes. The EQR vendor requests documentation of person centered care planning (including freedom
of choicefor & sampie of MCO members to verify that MCOs are maintaining records of such processes. The results
of this study will be provided 1o the IME in Spring 2018. MCO account managers will then work with the MCOs 1o
ensure that choice s docurnented as part of the overall process.

Appendix B: Participant Access and Eligibility
B-8: Access ta Services by Limited English Proficiency Persons

Access to Services by Limiied Engiish Proficient Persons. Specify the methods that the State uses to provide meaningful
access fo the wajver by Limited English Proficient persons in accordance with the Department of Healik and Human Services
"Guidance to Federal Financial Assistance Recipients Regarding Title VI Prohibition Against National Origin Discrimmation
Affecting Limited English Proficient Persons" (68 FR 47311 - August 8, 2003):

jowa DHS adopts the policy as set forth in Titie VT of the Civil Rights Act prohibiting national origin discrimination as it
affects people with limited English proficiency. DHS shall provide for communication with peopie with limited English
proficiency, including current and prospective patients or clients, family members and members o ensure them an equal
opporturify 1o benefit from services. DHS has developed policies and procedures to ensure meaningful access for people
with limited English proficiency. This includes procedarres to:

- identify the points of contact where language assistance is needed.

- Identify transiation and interpretation resources, including their location and therr vailability.

- Arrange 10 have these resources available In timely manmer.

- Determine the writien materials and vital documents to be iranslaied, based on the populations  with Iumited English
proficiency and ensure their transition.

- Determine effective means for notifying people with limited English proficiency of available translation services available
at no cost.

- Train department staff on limited English proficiency requirements and ensure their ability to carry them out.

- Monitor the application of these policies on at least an annual basis to ensure ongoing meaningful access te services.

All applications and informational handouts are printed in Spanish. In addition, the contract with IME Member Services
requires that a bilingual staff person be available to answer all telephone calls, emails and written inquires. They also work
with interpreters if another spoken language is needed. All local DHS offices have access to a transiator if a bilingual staff
persorn is not available. DHS includes this policy as part of their Policy on Nondiscrimination that can be found in the DHS
Title I General Departimental Procedures in the Department Employee Manual,

Locally, each county DHS office utilizes the resources that are available to them. For example, in larger metropolitan areas,
local offices have staff that is fluent in Spanish, Bosnian, and Southeastern Asian languages. Some offices utilize translators
from DHS Refugee Services. Other areas of the state have high Russian populations and access the translators it the area.
All county offices have access to the Language Line service where they may place a telephone call and request a trangiator
when one is not available at the local office. Medicaid members may cal] the IME Member Services unit with any questions
relaring 1o Medicaid, including waiver services, Member Services has translation capabilities similar to the local DHS
offices and uses the Language Line to address any language when Member Services does not have an interpreter on staff.

MCOs must conform to DHS poficies regarding meaningful access to the waiver by limited English proficient persons, and
to deliver culturally competent services in accordance with 42 CFR 438.206.

- MCQs must provide language services at ne cost to limited English proficiency members, and all written materials shall be
provided in Englisk and Spanish, as well as any additional prevalent languages 1dentified by the State or through an analysis
of member enroliment (i.e., any language spoken by at least five percent (5%) of the general population in the MCO’s
service

area).

- MCQs must provide oral interpretation services free of charge to each member (this applies to all non-English languages,
and is not limited to prevalent languages), and MCOs must notify all members that oral interpretation and transtated written
information is available and how te access those services. Written materials must include taglines in prevalent languages
regarding how to access materials in alrernative lapguages.

- MICOs must ensure that service plans reflect cultural considerations of the member and that service plan development is
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conducied by providing information in plain language and ir: a manner that is accessible to individuals with disabilities and
persons who are limited English proficient, consistent with 42 CFR 435.905(b).

- MCOs must operate member services helplines that are available to all callers, and an automated telephone menu options
must be made available in English and Spanish.

- MCOs must maintain member websites and mobile applications available in English and Sparush that are accessible and
functional via cell phone.

All MCO developed member communications, including substantive changes to previously approved communicanions, must
be approved by DHS prior to nse/distribution.
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Appendix C: Participant Services

Page 1 of 46

C-1: Summary of Services Covered (1 of 2)

a. Waiver Services Samumary. Lisi the services tha! are furnished under the waiver in the following table. If case managemeni is noi a

service under the waiver, complete items C-1-b and C-J-c:

Service Type

Service

Supports for Participant Direction

Financial Management Services

Supporis for Participant Direction

Independent Support Broker

Supports for Participant Directiop

Individuat Directed Goods and Services

Supperis for Participant Directios

Self Direcied Personal Care

Supports for Participant Direction

Seif-directed Community Support and Empleyment

Other Service

Consamer-Divected Attendant Care (Skilled}

Other Service

Consumer-Trirected Attendant Care {Tnskilied)

Other Service

Home and Vehicle Modification

Other Service

Personal Emergency Response

Other Service

Speciaiized Medical Equipment

{ther Service

Teansportaiion

Appendix C: Participant Services

C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through the

Medicaid agency or the operating agency (if applicabic}.
Service Type: o
Supports for Participant Diraction !

The waiver provides for pariicipant direction of services as specified in Appendix E. Indicate whether the waiver includes the

iollowing supports or other supports for participant direction.
Support for Participant Direction:

‘Financial Management Services

Alternate Service Title (if any):
Financial Managament Services

HCRBS Taxonomy:

Category I: Sub-Catepory 1:
12 Services Supporting Sefi-Dirsction ~ 12010 financial managsmeant services in suppor of sefi-directi
Caiegory 2: Sup-Category 2:
et
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:
o

R

Service Definition (Scope):

The Financial Management Service (FMS) is necessary for all members choosing the self-direction opiion, and will be
available only w those who self direct. The FMS will enroll as & Medicaid Provider. The FMS will receive Medicaid funds in
an electronic transfer and will pay all service providers and emplovess clecting the self-direction option. The FMS services
are provided to ensure that the individualized budgets are managed and distributed according 1o the budgs: developed by each
member and to facilitate the employment of service workers by members. The lowa Department of Human Services will

https:/Avms-mmdl.cms.gov/WMS/faces/protected/3 5/print/PrintSelector jsp

5/15/2018



Appendix C: Waiver Draft [A.001.64.01 - Get 01, 2018 Page 2 of 46

designate the Financial Management Service entities as organized health care delivery system.

Responsibilities of the financial management service. The financial management service shall perform all of the following
services:
(1) Recetve Medicaid funds in an electronic transfer.
(2} Process and pay invoices for approved goods and services included in the individual budget
{3} Enter the mdividual budgest into the web-based tracking system chosen by the department and enter expenditures as they
are paid.
(4) Provide real-time individual budget acoount balances for the member, the independent support broker, and the department,
available at a mintmum during normal business hours (% a.m. w 3 p.m.. Monday through Friday).
{3} Conduct criminal background checks on poiential employees pursuant o IAC 441—Chapier 119.
{6) Verily for the member an employvee’s citizenship or alien status.
(7} Assist the member with fiscal and payroll-relaied responsibiiities including, but not limited 1o:

1. Verifying that hourly wages comply with federal and state labor rules.

2. Colleciing and processing timecards.

3. Withholding, filing, and paying federal, state and local income taxes, Medicars and Social Security (FICA) taxes, and
federal

(FUTA) and state {SUTA} unemployment and disabiiity insurance iaxes, as applicable.

4, Compuiing and processing other withholdings, as applicable,

3. Processing all judgments, garnishments, tax levies, or other withholding en an cmployee’s pay as may be required by
federal,

staie. or local laws.

6. Preparing and issuing employee payvroll checks.

7. Preparing and disbursing IRS Forms W-2 and W-3 annually.

8. Processing federal advance earned income tax credit for eligible employees.

9. Refunding over-collected FICA, whern appropriate.

10. Refunding over-collected FUTA, when appropriaie
{8} Assist the member in completing required federal, state, and local lax and msurance forms.
{9) Estabiish and manage documents and files for the member and the member’s emplovees.
{10} Monitor timecards, receipts, and inveices o ensure that they are consistent with the individual budget. Keep records of all
timecards and mvoices for each member for & total of five years.
{11} Provide to the department, the independent support broker. and the member monthly and quarieriy status reports that
include a summary of expenditures paid and amount of budget unused.
{12}-Establish-an-accessibie customer service-sysiom-and-a-method.of communication-for-the-member.and.the-independent

support broker that includes alternative communication formats.

{13} Establish a customer services compiaint repotting systerm.

{14} Develop a policy and procedures manual that is current with state and federal regulations and update as necessary.
(15} Develop & business continuity plau io the case of emergencies and natural disasters,

{16} Provide to the department an annual independent avdit of the financial management service.

{17) Assist in implementing the state’s quality management srategy related to the financial management service.
Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Service Delivery Method (check each that applies):

" Participant-directed as specified in Appendix E
~ Provider managed

Specify whether the service may be provided by (check each that applies):

7 Legally Responsible Person
" Relative
Legal Guardtan

vaid'ér Specifications:

Provider Category)| Provider Type Title

Agency Financial Management Service

Appendiy C: Participant Services
{C-1/C-3: Provider Specifications for Service

Service Tvpe: Supperts for Participant Directien
Service Name: Financial Management Services
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Provider Category:

Agency

Provider Type:

Financial Management Service

Provider Quaiifications
License (specifyi.

Certificate (specifv).

Other Standard (specifyi:
As defined in TAC 441 Chapter 77.30(13), the financial institution shall either:
(I} Be cooperative, nonprofit, membes-owned and member-controlied, and federally insured through and
chartered by either the National Credit Union Administration {NCUA) or the credit union division of the Iowa
department of commerce; or
(2) Be chartered by the Office of the Comptroller of the Currency, a bureau of the U.S. Department of the
Treasury, and insured by the Federal Deposit Insurance Corporation {FDIC).
b. The financial institution shall complete a financial management readiness review and certification conducted by
the department or its designee.
¢. The financial institution shail obtain an Internal Revenue Service federal employee identification number
dedicated 1o the financial managsment service.
d. The Ainancial institution shall enroll as a Medicaid provider.

Verification of Provider Qualifications
Entity Responsibie for Verification:
iowa Department of Human Services, lowa Medicaid Enterprise, Frovider Services Uit
FEregquency of Verification:
Every four vears

Appendix C: Participant bervices

C-1/C-37 Service Specification

State laws, regulations and policies referenced in the specification are readily available o CMS upon request through the
Medicaid agency or the operating agency (if applicable).

Serviee Type: o

- Supports for Parficipant Direction

The waiver provides for participant direction of services as specified in Appendix E. Indicaie whether the waiver includes the
following supports or other supports for participant direction.

Support for Participant Direction:

- Information and Assistance in Support of Parlicipant Direction

Aliormaie Sorvice Titie 6 aaype T e

Independent Support Broker

HCBS Taxonemy:

Category 1: Sub-Category 1:

12 Services Supporting Seff-Direction . 12020 information and assistance in support of selfdirection
Category 2: Sub-Category 2:

S yoY

Category 3: Sub-Category 3:
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Category 4: Sub-Category 4:

o e V,

Service Definition (Scope):
independent Support Brokerage service is necessary for all members who chese the seif-direction option. This 1s a service that
is inciuded in the member's budget. The Independent Support Brokerage will be chosen and hired by the member. The I8B
will work with the member to guide them through the persop centered planning process and offer technical assistance and
expertise for seleciing and hiring empioyees and/or providers and purchasing supports.

The independent support broker shall perform the following services as directed by the member or the member’s
representative:

{1) Assist the member with developing the member’s initial and subsequent individual budgets and with making any changes
to the individual budget.

{2) Have menthly contact with the member for the first four months of implementation of the initial individual budget and
have quarterty contact thereafter.

{3) Complete the required employment packet with the financial management service.

{4) Assist with interviewing potential employees and entities providing services and supports if requested by the member.

(5} Assist the member with determining whether a potential emplovee meets the qualifications necessary ic perform the job.
{6) Assist the member with obtaining a signed consent from a potential emplevee to conduet background checks if requesied
by the member.

{(7) Assist the member with negotiating with entities providing services and supports & requested by the member,

(8} Assist the member with contracts and payvment methods for services and supports if reguested by the member.

f9) Assist the member with developing an emergency backup plan. The emergency backup pian shall address any health and
safety concerns.

{10) Review expenditure reports from the financial management service (o ensure that services and supports in the individual
budget are being provided.

{11} Document in writing on the independent support broker timecard every contact the broker has with the member. Contact
documeniation shall include information on the extent to which the member’s individual budget has addressed the member’s
needs and the satisfaction of the member.

Specify applicable {if any} limis on the amount, frequency, or duration of this service:

The service is necessary for members who choose the self-direction option at a minimum of 26 hours a vear. 'When a4 member
first initiates the self-direciion option, the Independent Support Broker will be required to meet with the member at least
monthly for the first four months and quarterly afier that. If a member needs additional support brokerage service, the member

will-need-prior-mutherization-from-the-state,—Fhere-is-a-makimum-$16.07 rate-per-hour limit-

Overlapping of services 1s avoided by the use of a service worker who manages all services and the entry into the [SIS
svstern. The service worker is required to check to make sure that EPSDT is used whenever possible for chitdrer under the
age of 21 hefore going to waiver services, Where there is z potential for overlap, services must first be exhausted under IDEA
or the Rehabilitation Act of 1973,

Service Delivery Method (check each thai applies}):

« Participant-directed as specified in Appendix E
" Provider managed

Specify whether the service may be provided by (check each that appliesh:

" Legaliy Responsible Person
" Relative
™ Legal Guardian

Provider Specifications:

Provider Category| Provider Type Title

Individual Individual Support Broker

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Supperts for Participant Direction
Service Mame: Independent Support Broker

Provider Category:
A i
Provider Type:
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Individual Support Broker
Provider Qualifications
License (specifi).

Certificate (specify)

Other Standard (specifi):
Members who elect the consumer choices option shall work with an independent support broker who meeis the
following qualifications:
a. The broker must be at least 18 vears of age.
b. The broker shall not be the member’s guardian. conservator. attorney in fact under a durable power of attorney
for health care, power of attormey for financial matters, trustee, or representative payee.
¢. The broker shall not provide any other paid service to the member.
d. The broker shall not work for an individual or entity that is providing services to the member.
e. The broker must consent to a criminal background check and child and dependent adult abuse checks. The
results shall be provided to the member.
f. The broker must complete independent suppart brokerage training approved by the department.

Verification of Provider Qualifications
Emtity Responsible for Verification:
Financial Management System Provider, lowa Department of Human Services, lowa Medicaid Enierprise,
Provider Services Unit
Frequency of Verification:
Once initially trained. the Individual Support Broker is placed on an Independent Support Brokerage regisiry thar
is maintained at the lowa Department of Human Services lTowa Medicaid Enterprise. The Independent Support
Broker will be responsible for atiending one support broker training a vear heid at the HCBS regional meetings.

Verification of qualifications occurs every four vears.

Appendix C: Participant Services

C-1/C-3: service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon reguest through the
Medicaid agency or the operating agency (if applicabic).

SErvice TYDe: s

. Supports for Participant Direction ™

The waiver provides for participant direction of services as specified in Appendix E. Indicate whether the waiver inciudes the
following supports or other supports for participant direction.

Support for Participant Direction: -

ﬁmOther Supports for Participant Direction ~

Alternate Service Title (if any):

Individual Direcied Goods and Services

HCBS Taxonemy:

Category 1: Sub-Catecory 1:
12 Services Supporiing Seli-Direction. ~ 12020 information and assistance in support of self-direction '
Category 2: Sub-Category 2:
ol
Category 3: Sub-Category 3:
..... il
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Category 4: Sub-Category 4:

Service Drefinition (Scope).

individual-directed goods and services are services.equipment, or supplies not otherwise provided through the Medicaid
program that address an assessed need or goal identified in the roember’s service plan. The item or service shall meet the
following requirements:

1. Promoie opportunities for commaunity living and inclusien.

2. Increase independence or substitute for human assistance, to the extent the expenditures would otherwise be made for that
human assistance.

. Be accommodated within the member’s budget without compromising the member’s health and safety.

. Be provided to the member or directed exciusively toward the benefii of the member.

. Be the least costly o meet the member’s needs.

. Not be available through another source.

o e L

Participants (or guardians) who have chosen the self-direction program must be willing to take on the responsibility of
employee supervision and training. Participants or their guardians must review all time cards te ensure accuracy and work with
their service worker and ISB to budgst services. If a participant is not satisfied with the work of their employee. they have full
authority 10 terminate them as a provider of services.

Specify applicable {(if any) limits on the amount, frequency, or duratien of this service:

Individual directed goods and services must be documented on the individual budget. The individual budget limit will be based
on the service pian and the need for the services available to be converted. A utilization adjustment rate will be applied io the
individual budget amount.

The foliowing goods an services may not be purchased using seli-direcied budget:

1. Child care services.

. Clothing not refated to an assessed medical need.

. Conference. meeting or similar venue expenses other than the costs of approved services the member needs while attending
the conference, mesting or similar venue.

. Costs associated with shipping items to the member,

. Experimentat and non-FDA-approved medications, therapies, or treatments.

. Goods or services covered by other Medicaid programs.

. Home furnishings.

103 2

- HULI]C Ecydilh puJ3 hUlllL ula;..utuuauu.a.

. Homeopathic freatments.

. Insurance premiums or copayments.

. ltems purchased on instaliment payments.

. Motorized vehicles,

. Nuirittonal supplements.

. Personal entertainment jtiems.

. Repairs and maintenance of motor vehicles.

. Room and board, including rent or mortgage payments.

. School tuition.

. Service animals.

19. Services covered hy third parties or services that are the responsibility of a non-Medicaid program.
20. Sheltered workshop services.

21. Social or recreational purchases not related 1o an assessed need or goal identifisd in the member’s service plan.
22, Vacation expenses, other than the costs of approved services the member needs while on vacation.

[Noli- RN B e I

Pt ekl bt
(WU S S A O =]

—_ e
[ B B

Service Delivery Method (check each that applies).

« Participant-directed as specified in Appendix E

“© Provider managed

Specify whether the service may be provided by (check each that applies):

- Legally Respousibie Person
+* Relative
¥ Legal Guardian

Provider Specifications:

Provider Categoryl Provider Type Title

Individual Individual or businesses

Appendix C: Participant Services
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Appendix C: Waiver Draft [A.001.04.01 - Oct 01, 2018 Page 7 of 46

C-1/C-3: Provider Specifications for Service

Service Type: Supports for Participant Direction
Service Name: Individual Directed Goods and Services

Provider Category:
‘Individual e
Provider Type:
Individual or businesses
Provider (Jualifications
License (specify):
Individuals and businesses providing services and supports shall have all the necessary licenses required by
federal, state and tocal laws and regulations.
Certificate (specify):
Businesses providing individual-directed goods and services must have current liability and workers’
compensation coverage.
Other Standard (specify):
All persons providing these services must be at least 18 vears of age. All persons must be able 10 demonstraie
the member the ability to successfully communicaie with the member.
Verification ef Provider Qualifications
Entity Responsible for Verification:
The member, independant support broker, and the financial management service,
Frequency of Verification:
Every four vears

Appendix C: Participant Services

C-1/C-3: Service Specification

—State-taws; regitlations-and-policies referenced-t- the-specificatiop are-readily-avatiabie-lo- GME-upon-request-through-the

Medicaid agency or the operating agency (if applicable).

Service Type:

“Supports for Participant Direction

The waiver provides for participant direciion of services as specified in Appendix E. Indicate whether the waiver includes the
following supports or other supports for participant direction.

Support for Participant Direction: -

r Supports for Participant Directon ¥

Kitermate Service Title (fangy

Self Directed Personal Care

HCBS Taxonomy:

Category 1: Sub-Category L
.12 Services Supporling Selt-Direction - 12020 information and assistance in support of seli-direction
Category 2: Sub-Category 2:

N
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:
vy

Service Definition (Scope):
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Appendix C: Waiver Draft 1A.001.04.01 - Oct 01, 2018 ‘ Page 8 of 46

Seli-directed personal care services are services and/or goods that provide a range of assistance in the member’s home or
community that they would normally do themselves if they did not have a disability; activities of daily ving and incidental
activities of daily living that heip the person remaining the bome and in their cormmunity. This assistance may take the form of
hands-on assistance (actually performing a task for a person) or cuing to prompt the participant 1o perform a task. Personal
care may be provided on an episodic or on a continuing basis.

Health-relased services that are provided may mclude skilled or nursing care and medication administration to the extent
permitied by State law. These services are only available for those that self-direct. The member will have budget authority
over self-direcied personal care services. The dollar amount available for this service will be based on the needs ideniified on
the service plan. Overlapping of services is avoided by the use of a case manager who manages ali services and the entry inio
the ISIS system. The case manager and interdisciplinary team determine which service is necessary and authorize
wransportation for both BCBS and self-directed services.

Participants (or guardians) who have chosen the self-direction program must be willing to take on the responsibility of
employee supervision and wraining. Participants or their guardians must review all time cards t enswe accuracy and work with
their case manager and ISB to budget services. 1f a participant is not satisfied with the work of their employee, they have full
authority to terminate them as a provider of services.

Specify applicable (if any} limits op the amount, frequency, or duration of this service:

Self-direcied personal care services need fo be identified on the individual budget plan. The individual budget limit will be
hased on the service pian and the need for the services available to be convered. A villization adjustment raie will be applied
to the individual budget amount. Transportation costs within this service is billed separately and not inciuded in the scope of
personal care. Please see Section E-2- b ii. Authorization of this service must be made after assuring that there is no
dupiication or overlapping of swate plan services.

Service Delivery Method (check each thar applies):

+* Participant-directed as specified in Appendix E
" Provider managed

Specify whether the service may be provided by (check each thal applies):

 Legally Responsible Person
+ Relative
&

Begat-Guardian

Provider Specifications:

Provider Categoryl  Provider Type Title

Endividnal Individual or businesses

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Supperts for Participant Pirection
Service Name: Self Directed Persenal Care

Provider Category:
Provider Type:
Individual or businesses
Provider Quaiifications
License (specifij:
Individuals and businesses providing services shall have all the necessary licenses required by federal, state and
local laws and regulations.
Ceriificate (specif):
Businesses shall have current fiability and workers” compensation coverage.
Other Standard (specifi):
All persons providing these services must be at least 16 vears of age. All persons musl be able to demonstrate to
the member the ability to successfully commumnicate with the member. The member and the independent support
broker are responsible for determining provider gualifications for the individual employees identified on the
individual budget.
Verification of Provider Qualifications
Entity Respensible for Verification:
The member. the independent support broker, and the financial management service
Frequency of Verification:
Every four years
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Appendix C: Watver Draft 1A.001.04.01 - Oct 01, 2018 Page 9 of 46

Appendix Cr Participant Services

C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS uposn request through the
Medicaid agency or the operating agency (if applicabie).

Service Type:

Supporis for Panicipant Direction v

The waiver provides for participant direction of services as specified in Appendix E. Indicate whether the waiver includes the
following supports or other supports for participant direction.
Support for Participant Direction:
:Other Supports for Participant Direction ™
Alternate Service Title {if any):

Self-directed Comnmunity Support and Employment

HCBS Taxonomy:

Category 1: Sub-Category 1:
12 Services Supporiing Seli-Direction 12020 information and assistance in suppe__r_i b%‘@gﬁ_i_m_;‘_“;r__e_ciion
Category 2: Sub-Category 2:
i
Category 3: Sub-Category 3:
...... AR
Category 4: Sub-Category 4:
Vv

Service Definition {Scope).

Self-directed community supports and employment are services that sapport the member in developing and maintaining
independence and community integration. They include ongoing supports to member who because of their disabilitics, need
intensive on-going support to obtain and maintain an mdividual job in competitive or cusiomized employment, or sell-
employment, in an iniegrated work setting in the general workforee at or above the state’s minimum wage, at or above the
customary wage and level of benefits paid by the employer for the same or similar work performed by individuals without
disabilities. These services must be identified in the member’s service plan developed by the membet’s service

worker. Services may include pavment for sociai skills development, career placement. vocational planning, and independent
datty living activity skil] development. The outcome of this service is to maintain infegrated living in the community or o
sustain competitive emplovment at or above the state’s minimum wage in an inlegrated setting in the general workforce, in a
job that meets personal and career goals.

Federal financial participation is not claimed for incentive payments, subsidies, or unrelated vocational training expenses such
as the fellowing: I) incentive payments made to an emplover te encourage or subsidize the emplover’s participation in
supported employment: or 2} pavments that are passed through o users of supported emplovment services.

Transportation. may be covered for members from their place of residence and the emploviment site as a component of this
service and the cost may be included in the raie.

The following are exarnples of supports & member can purchase to help the member live and work in the community:
o Career counseling

o Career preparation skills development

o Cleaning skills development

o Cooking skills development

o Grooming skills development

o Job hunting and career placement

0 Personal and home skills development
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Appendix C: Waiver Draft TA.001.04.01 - Oct 01, 2018 Page 10 of 46

o Safety and emergency preparedness skills development
o Self-direction and self-advocacy skills development

© Social skills development saining

o Supports to attend social activities

o Supports to mainiain a job

o Time and money management

o Training on use of medical equipment

o Uxilization of public transportation skills development
o Work place personal assistance

Members(or guardians) whoe have chosen the self-direction program must be willing to take on the responsibility of employee
supervision and training. Participants or their guardians must review all time cards to ensure accuracy and work with their
service worker and independent support broker (15B) to budgst services. If a participant 15 not satisfied with the work of their
employee, they have full authority to terminate them as a provider of services.

Documentaiion is maintained in the file of each individual receiving service that the service is not available under a program
funded under section 110 of the Rehabilitation Act of 1973 or the IDEA (20 U.S.C 1441 et seq.}. The service worker will
monitor the plan.

Specify applicable (if any) limits op the amount, frequency, or duration of this service:

Community support and employment services must be identified on the ndividual budget plan. The indjvidual budget limil
will be hased on the member’s authorized service plan and the need for the services available 1o be converied to the CCO
budget The waiver allows for the following five waiver services to be converied 10 creaie 2 CCO budget:

1. Consumner-directed attendant care {unskilied).

. Home and vehicle modification.

. Basic individual respite care.

. Home delivered meals.

. Homemaker services.

B s b

L

A utilization adjustment rate is applied to the individual budget amount. Please see Section E- 2- b if for details on how the
CCO budget is creaied. Authorization of this service must be made afier assuring that there 15 no duplication or overlapping of
state plan services.

Service Delivery Method (check each that applies):

+ Participant-direcied as specified in Apperdix E
" Provider managed

Specify whether the service may be provided by (check each that applies):

+ Legally Responsible Person
¢ Retative
 Legal Guardian

Provider Specificafions:

Provider Category] Provider Type Title

Tndividnal Individual or businesses

Appepdiy C: Participant Services

C-1/C-3: Proviger Spectfications for Service

Service Type: Supports for Participant DHrection
Service Name: Self-directed Community Support and Emplovment

Erovider Category:
‘ndividual v
Provider Type:
Individual or businesses
Provider Qualifications
License {specify).

Certificate (specifyl
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Appendix C: Warver Draft [A.001.04.01 - Oct 01, 2018 Page 11 of 46

Other Standard (specifyi:

Members who elect the consumer choices option may choase o purchase seff-directed community supports and
employment from an individual or business that meets the following requirements:

« A business providing community supports and eroployment shall:

(1) Have all the necessary licenses and permits to operate in conformity with federal, state, and local laws and
regulations and

(2)Have current Hability and workers™ compensation coverage as required by law.

« All personnel providing individual-directed community supporis and employment shall:

(1) Be at least 18 vears of age.

(2) Be able 1o communicate successfully with the member.

(3} Not be the recipient of respite services paid through home- and community-based services on behall of a
member who receives home- and community-based services.

(4) Not be the recipient of respite services paid through the consumer choices option on behalf of a member whe
receives the consumer choices option.

(5) Not be the parent or stepparent of a minor child member or the spouse of & member.

«The provider of individual-directed community supports and employment shall:
(1) Prepare fimecards or invoices approved by the department that identify what services were provided and the
tirne when services were provided.
{2) Submit invoices and time sheets to the financial management service ne laier than 30 calendar days from the
date when the last service in the billing pedod was provided. Payment shall not be made if invoices and time
sheets are received after this 30-day period.
% erification of Provider Qualifications
Exiity Responsible for Verification:
the member, the independent support broker, and the financial management service
Freguency of Verification:
Every four vears

Appendiz C: Participant Services

{-1/C-3: Service Specification

Stale laws. regulations and policies referenced in the specification are readily available to CMS upon request through the
Medicaid agency or the operating agency {i{ applicable}.
: Other Service i

stﬁfo(z'i%déd in 42 CFR §440‘.'f'8”0(6)(9), the State requests the authority 1o provide the following additional service not specified

in statute.
Service Title:
Consumer-Directed Attendant Care (Skilied)

HCBS Taxonomy:

Category It Sub-Category 1:
08 Home-Based Services - . 08010 home-based habilitatior v
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
_________________ v e,
Category 4: Sub-Category 4:
o

Service Definition (Séépej'.‘
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Consumer~direcied attendant care service. Consumer-directed attendant care services are service activities performed by &
person to help a member with self-care tasics which the member would typically do independently if the member were
otherwise able. Covered service activities must be essentiai 1o the health safety, and welfare of the member. Services may be
provided in the absence of a parent or guardian if the parent or guardian has given advance direction for the service provision

The skilled activities are listed as follows:

Skilled services. Covered skilled service activities are Himited to help with the following activities: (1) Tube feedings of
members unable 1o gat sofid foeds. (2) Intravenous therapy administered by a regisiered nurse. (3) Parenteral injections
required more than once & week. (4} Catheterizations, continuing care of indwelling catheters with supervision of irrigations,
and changing of Foley catheters when required. (5) Respiratory care including inhalation therapy and tracheotomy care or
tracheotomy care and ventilator. (6) Care of decubifi and other ulcerated areas, noting and reporiing to the nurse or therapist.
{7} Rehabilitation services including, bul not limited to, bowel and bladder fraining, range of motion exercises, ambulation
fraining, restorative nUISINgG services, respiratory care and breathing programs, reality orientation, reminiscing therapy,
remotivation, behavior modification, and reteaching of the activities of daily living. (8) Colostomy care. {9) Care of
uncontrolled medical conditions, such as brittle diabetes, and comfort care of ferminal conditions. {10} Postsurgical nursing
care. (11) Monitoring medications requiring close supervision because of fluctuating physical or psychological conditions,
e.g., antihypertensives, digitalis preparations, mood-altering or psychotropic drugs, or narcotics. (12) Preparing and monitoring
response to therapeutic diets. (13) Recording and reporiing of changes in vital signs to the nurse or therapist

Specify applicable (if any) limits on the amount, freqguency, or duration of this service:

Excluded services and costs. Services, activities, cosis and time that are not covered as consumer-directed atiendant care
include the following (not an exclusive Jisty: (1) Any acivity related o supervising 4 member. Only direct services are billable.
(2) Any activity that the member is able 1o perform. (3) Costs of food. (4) Costs for the supervision of skilied servicss by the
nurse or therapist. The supervising nurse or therapist may be pald from piivale insurance, Medicare, or other third-party
pavinent sources, or may be paid as another Medicaid service, including early and periedic screening, diagnosis and reatment
services. {5) Exercise that does not require skilied services. Ch 78, p. 190 Human Servicesf44 1] IAC 7/5/17 (6) Parenting or
child care for or on behalf of the member. (7) Reminders and cueing. {8} Services provided simultansously with any other
similar service regardless of funding source, including other waiver services and staie supplementary assistance in-home
health-related care services. (9) Transportation costs. {10) Wait times for any actvity.

Service Delivery Method (check each thar applies):

~ Participant-direcied as specified in Appendix E
+/ Provider managed

Specify whether the service mav be provided by (check each thal applies):

« Legally Responsible Person

=/ Relative

~ Legal Guardian
Provider Specifications:

Provider Cafegory) Provider Type Title

Agency Choye Provider

Agency Community Action Agencies

Agency Huome Care Provider

Agency Supported Community Livine Providers
Individual Any individual who contracts with the member
Agency Home Heaith Agency

Agency Adult Day Service Provider

Agency Assisied living Program

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Tvpe: Cther Service
Service Name: Consumer-Directed Attendant Care (Skilled)

Provider Category:
Agency
Provider Type:

Chore Provider
Provider Qualifications

License (specifv):
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Certificate (specifi}:

Chore providers subcontracting with area agencies on aging or with letters of approval from the area agencies on
aging stating that the organization is qualified te provide chore services. 441 LAC 77.30(7)d

Other Standard (specifyl.

Providers must be:

1. At least 18 vears of age. and

2. Qualified or trained to carry out the member's plan of care pursuant to the department's approved plan.

3. Not the spouse of the member or a parent or stepparent of 2 member aged 17 or under.

4. Not the recipient of respite services paid through home- and commumity-based services on behalf of & member

who receives home- and community-based services,

5. All CDAC provider applicants must go through a criminal and adult/child abuse background check prior to
enrollment. A provider may be disetrolled if an individual is convicted of any criminal activity or has a founded
abuse record.

For this service the depariment the specific standards for subcontracts or providers regarding training, age
limiterions, experience or education are indicaied above. Contracting agencies are responsible o ensure that the
contractor is qualified and reliable. Service workers are responsibie {o moniior service provision ¥ ensure

services are provided in 2 safe and effective manner.
Verificatien of Provider Qualiifications
Entity Respounsible for Verification:
lowa Department of Human Services. lowa Medicaid Enterprise. Provider Services Unit
Frequency of Verification:
Every four vears

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Consumer-Directed Attendant Care (Skilled)

Page 13 of 46

EProvider Category:

Agency VY

Provider Type:

Community Action Agencies

Provider Qualifications
License (specify).

Certificate (specifyi.
Communuity Action Agencies as designated in Iowa Code 216A.93.
Other Standard rspecify):

The community agency is responsible for ensuring that criminal background and abuse registry checks are

conducted prior io direct service provision.
Verification of Provider Qualifications
Entity Respongible for Verification:
lowa Diepartment of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:
Every four years

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Kame: Consumer-Directed Atiendant Care (Skilied)

Prpyigﬁg}:mgategory:
Agency | v
Provider Type:
Home Care Provider

Provider Qualifications
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License (specifu);

Certificate (specify)

Home care providers that have a contract with the department of public health or have writlen certification from
the department of public health stating they mest the home care standards and requirements set forth in Iowa
Administrative Code 641—=8(.3(53,—80.3(6). and 8§0.3(7).

Other Standard (specifin.

Providers must be:

1. Al least 18 years of age. and

2. Qualified or trained to carry out the member's plan of care pursuant i the department's approved plan.

3. Not the spouse of the member or a parent or stepparent of a member aged 17 or under.

4. Not the recipient of respite services paid through home- and community-based services on behal{ of a member
who receives home- and community-based services.

3. All CDAC provider applicants must go through a criminal and adult/child abuse background check prior to
entoliment. A provider may be disenrolled if an individual is convicted of any criminal activity or has a founded
abuse record.

For this service the department specifies standards for subcontracts or providers regarding training. age
limitations, experience or education are indicated above. Confracting agencies are responsible to ensure that the
contractor is qualified and relieble. Service workers are responsible to monitor service provision to ensure
services are provided in a safe and effective manner.

Verification of Provider Quzalifications
Entity Responsible for Verification:
Towa Department of Human Services, lowa Medicaid Enierprise, Provider Services Unit
Frequency of Verification:
Every four years

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Fype: Other Service

Servicr Name Consanyer-PHrected Attendunt Cure (Skilied)

Provider Category:
Agency ™
Provider Type:
Supported Community Living Providers
Provider Qualifications
License (specifvi:

Certificate (specify):

Providers certified by the Department's Home and Community Based Services Quality Oversight Unit to provide
Supported Community Living under the Inteliectual Disability or Brain Injury Waiver as described n IAC 441
Chapters 77.37 and 77.36.

Other Standard (specify).
‘
Verification of Provider Qualifications
Entity Responsible for Verification:
lowa Department of Human Services, lowa Medicaid Enferprise, Provider Services Unit
Frequency of Verificatton:
Every four years

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Consumer-Directed Atterdant Care (Skilled)
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Provider Category:

Provider Type:
Any individual who contracts with the member
Provider Qualifications

License (specifi):

L

Certificaie (specify):

Other Standard (specify).

An individual who contracts with the member to provide attendant care service and who is:

1. Atlcasi 18 years of age, and

2. Qualified or trained io carrv out the member's plan of care pursuant to the departiment's approved plan.

3. Not the spouse of the member or a parent or siepparent of a member aged 17 or under.

4, Not the recipient of respite services paid through home- and community-based services on behalf of a member
who receives home- and community-based services.

5. Al CDAC provider applicants must go through a eriminat and adult/child abuse background check prior 1o
enrollment. A provider may be disenrolied if an individual is convicted of any criminal activity or has a founded
abuse record.

For this service the department specifies standards for subcontracts or providers regarding training, age
limitations, experience or education are indicated above. Contracting agencies are responsible to ensure that the
contractor is qualified and reliable. Service workers are responsibie io monitor service provision to ensure
services are provided in a safe and effective manner.

Verification of Previder Qualifications
Entity Responsible for Verification:
Department of Human Services, lowa Medicaid Enterprise. Provider Services Unit
Freguency of Verification:
Every four vears

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Consumer-Directed Attendant Care (Skilled)

Provider Category:

iAgency W

Provider Type:

Home Health Agency

Provider Qualifications
License (specifi).

H
i

Certificate (specifyj:

In accordance with [AC 441-Chapter 77: home health agencies are eligible to participate with Jowa Medicaid
provided they are certified to participate in the Medicare program (Title XVII of the Social Security Act sections
1861{0) and 1891). These sections establish the conditions that & home health agency must meet in order 10
participaie in Medicare.

Other Standard (specify)

Yerification of Provider Qualifications
Entity Responsible for Verification:
lowa Department of Humar Services, Iowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:
Every four years

Appendix C: Parficipant Services
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C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Consumer-Direcied Attendant Care (Skilled)

Provider Category:

Agency v

Provider Type:

Adult Day Service Provider

Provider Gualifications
License (specify}:

t

Ceriificate (specify):

Adult day service providers that are certified by the Department of Inspections and Appeals under 481—Chapter
70.

Other Standard (Specify).

Yerification of Provider (Qualifications
Entity Respensibje for Verification:
lowa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Freguency of Veriiication:
Every four vears

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Consumer-Directed Atiendant Care {Skilied)

Proviger Category:

"'A’gency N

Provider Tyﬁe:

Assisted living Program

Provider Qualifications
Licerse (specifv).

Certificate (specifu):
Assisted living programs that are certified by the Jowa department of inspections and appeals under 48 }—Chapier
65.

Orther Standard (specifiyl:

H
H

: t

Verification of Provider (ualifications
Entity Responsible for Verification:
lowa Depariment of Humar Services. lowa Medicaid Enterprise, Provider Services Unit
Freguency of Verification:
Everv four vears

Anpendix O Participant Services
C-1/0-53: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through the
Medicaid agency or the operating agency (if applicabie).
Service Type:
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: Other Service "
As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service not specified
in statute.

Service Title:
Consumer-Directed Attendant Care {Unskilied)

HCEBS Taxonoemy:

Category 1: Sub-Category 1:

S
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
e e 2 b e R o oo
Categery 4: Sub-Category 4:

Service ‘
Consumer-direcied attendant care services are service actvities performed by a person w help 2 member with self-care tasks
which the member would typicaliv do independently if the member were otherwise able. Consumer-directed atiendant care
may occur in the member's home or conmunity,
The service activities may include helping the member with any of the following nonskilled
service activities:
(1) Dressing.
(2) Bath, shampoo, hygicne, and grooming.

31 Access 1o and from bed or 2 wheelchair, wansferring, ambulation. and mobility ip general. M is

recommended that the provider receive certification of training and return demonstration for ransferring.
Certification for this is available through the area community colleges.

(4) Toilet assistance, inchuding bowel, bladder, and catheter agsistance. It is recommended that the
provider receive certification of training and return demonstration for catheter assistance. Certification
for this is available through the arca community colleges.

(3) Meal preparation, cooking. eating and feeding but not the cost of meals themselves.

(6) Housekeeping services which are essential to the member’s health care at home.

(7} Medications ordinariiv sell-administered including those ordered by a physician or other

qualified health care provider. 1t is recommended the provider successfully complete a medication aide
course administered by an area community college.

(8) Wound care.

(9) Assistance needed to go fo or return frorm a place of empioyment and assistance with job-related
tasks while the member is on the job site. The cost of ransportation for the member and assistance
with understanding or performing the essential job functions are not eluded in consumer-directed
attendani care services.

(10) Cognitive assistance with tasks such as handling money and scheduling.

{11} Fostering communication through interpreting and reading services as well as assistive devices
for commaunication.

(12} Assisting or accompanying a member in using transporiation essential to the health and

welfare of the member. The cost of the transportation is pot included

A unit of services s 15 minuies. Services are billed in whole units. There are upper rate limits wheih are subject to change on a
yearly basis.

Specify applicable (if any) limits on the amount, freguency, or duration of this service:

The first line of prevention of duplicative hilling for similar types of services. such as home health aide, is the member's case
manager. The case manager is responsible for the authorization and monitoring of services in a member’s plan of care. If the
case manager authorizes simiiar services, they are respensible to assure that the services are being delivered as ordered. The
ISIS system generates 4 review report Lo assist the case manager. The report identifies all services that have been billed for a
specific iime period {ex. one month). The case manager is able to view the service billed tc the individual member, the
amount of the service billed and the provider. The case manager is able w compare what has been billed by the provider to
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what is ordered in the plan of care. The department also conducts post audit reviews of providers to review the billing of
providers to assure that the services provided have documentation 1o support the billing.

Service Delivery Method (check eqch that applies):

+ Participant-direcied as specified in Appendix E

Specify whether the service may be provided by (check each thar applies}):

- Legally Responsible Person
< Relative

+/ Legal Guardian
Proevider Specifications:

Provider Category Provider Type Titie

Agency Adult Day service providers

Agency Home Eiealth Agency

Agency Chore provider

Individuai Any individeal whe contracts with the member
Agency Commanity Action Agency

Agency Assisted Living Programs

Ageney Sapported Community Living provider
Agency Home Care Provider

Appendix C: Participant Serviceg
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Copsumer-Directed Attendant Care {Unskilled)

Provider Category;

£

P ype:

Adult Pay service providers

Provider Qualifications
License (specifi):

Certificate (specify):
Adult Day service providers certified by the Department of Inspections and Appeals under IAC 481 - Chapter 70.
Other Standard (specifv)

Verification of Providger Qualifications
Entity Responsible for Verification:
Towa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit

Frequency of Verification:
Every four vears

Appendiz C: Parficipant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Censumer-Directed Attendant Care (Unskilled)

Erovider Category:
Agency v
Provider Type:
Home Health Agency
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Provider Qualifications
License (specifyi:

Certificate (specifi):

In accordance with IAC 441-Chapter 77 home health agencies are efigible to participate with lowa Medicaid
provided they are certified 1o participate in the Medicare pragram (Title XVII of the Social Security Act sections
1861(0) and 1891). These seciions establish the conditions that a home health agency must meet in order ©
participate in Medicare.

Other Standard (specify)

Verification of Provider Qualifications
Entity Responsibie for Verification:
Towa Department of Human Services, lowa Medicaid Enterprise. Provider Services Unit
Fregquency of Verificatiom:
Every four years

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Consumer-Dhirected Atiendant Care (Unskilied)

Provider Category:

Agency W

Provider Type:

Chore provider

Provider Qualifications
License (specifyi

Certificate (specify:
Chere provider subcontracting with area agencies on aging with letters from the area agencies on aging stating that
the organization is qualified to provide chore services.

TAC P7—4 423 1)Area agencies on aging.
4 4(1)Designation. The depariment shal| designate for each planning and service area an enfity o serve as the area
agency on aging in accordance with Older Americans Act requirements.

For this service the department does not have specific standards for subcontracts or providers regarding traiing,
age Himitations, experience o education. Contracting agencies are responsible o ensure that the contractor is
qualified and retiable. Service workers are responsible to monitor service provision 1o ensure services are
provided in 2 safe and effective manner.

Other Standard (specifv):

Providers must be:

1. Atleast 18 vears of age, and

2. Qualified or trained io carry our the member's plan of care pursuant io the department's approved plan.

3. Not the spouse of the member or a parent or siepparent of a member aged 17 or under.

4. Not the recipient of respite services paid through home- and community-based services on behall of a member
who receives home- and community-hased services.

5. All CDAC provider applicants must go through a criminal and adult/child abuse background check prior to
enrollment. A provider may be disenrolled if an individual is convicted of any criminal activity or has a founded
abuse record.

For this service the department specifies standards for subcontracts or providers regarding training, age
limitations, experience or education are indicated above. Contracting agencies are responsible to ensure that the
contractor is qualified and reliable. Service workers are responsible to monitor service provision to ensure
services are provided in a safe and effective manner,

Verification of Provider QGualifications
Entity Responsibie for Verification:
Towa Department of Humar Services, Iowa Medicaid Enterprise, Provider Services Unit
Freguency of Verification:

httns- /A wme-mmdl.cms. coviWMS/Taces/protected/3 5/print/PrintSelector.jsp 5/15/2018



Appendix C: Waiver Draft [A.001.04.01 - Oct 01, 2018

Every four years

Appendix C: Participant Services

Page 20 of 46

C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Consumer-Directed Atiendant Care (Unskilied)

Provider Category:
individual v
Provider Type:
Any individual who confracts with the member
Provider Qualifications
License (specify).

Certihcate (specify).

Other Standard (specify:
An individual who contracts with the member io provide attendant care service and who is:
1. At feast 18 vears of age, and

2. Qualified or rained fo carry out the member's plan of care pursuant fo the department's approved plan.

3. Not the spouse of the member or a parent or stepparent of a member aged 17 or under.

4. Not the recipient of respite services paid through home- and community-based services on behalf of a member
who receives home- and conumunity-based services.

5. All CDAC provider applicants must go through a criminal and adult‘child abuse background check prior 1o
enroliment. A provider may be diserrolled if an individual is convicled of any criminal activity or has a founded
abuse record.

For this service the department specifies standards for subconfracts or providers regarding training, age

contractor is qualified and reliable. Service workers are responsible to monitor service provision o ensure

services are provided m & safe and cffective manner.
Verificatien of Provider Quakifications
Entity Responsible for Verification:
lowa Department of Human Services, Towa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:
Every four vears

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Gther Service
Service Name: Consumer-Birected Atiendant Care (Unskilled)

Praevider Category:
Provider Type:
Community Action Agency
Provider Qualifications
License (specify):

-

Certificate (specifi).

Community actien agencies as designated in Jowa Code section 216A.93.
Other Standard (specify)

Providers must be:

{11 At least 18 years of age,

{2y Qualified by training or experience o carry out the member’s plan of care pursuant to the department-

approved case plan or individual comprehensive plan.
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{3} Not the spouse or guardian of the member or a parent or stepparent of a member aged 17 or under.
{4} Not the recipient of respite services paid through home- and community-based services on behalf of a member
who receives respite services.

The community agency 15 responsible for ensuring that criminal background and abuse registry checks arc
conducted prior to direct service provision.

The CDXAC provider must enter into an agreement with the member receiving services, such that there is a plan to
provide medically necessary and approved CDAC services to the member on a recurring basis within the
parameters of the service plan, CDAC agreement, and provider standards.

The consumer-directed attendant care provider shall complete Form 470-4389, Consumer-Direcied Attendant
Care (CDAC) Service Record, for each day of service. The service activities shall not include parenting or child
care for or on behalf of the member or on behalf of the provider. The member, parent, guardian, or attorney in fact
under a durable power of attorney for health care and the provider shall complete, sign, and daie Form 470-3372,
HCBS Consumer-Direcied Atiendant Care Agreement. A copy of the completed agreement shall be attached o
the service plan and kept in the member’s records. If the member has a guardian or attomey in fact under a durable
power of attorney for health care, the care plan shall address how consumer-directed attendant care services will
be monitored to ensure the member”s needs are being adequately met. If the guardian or atiorney in fact 1s the
service provider, the service plan shall address how the service worker or case manager shall oversee service
PIOVISION.

Yerification of Provider Qualifications
Entity Responsible for Verification:
Jowa Department of Human Services, lowe Medicaid Enferprises, Provider Services Unit
Frequency of Verification:
Every four vears

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Consumer-Birected Attendant Care {Unskilied)

Provider

Ag

Provider Type:

Assisted Living Programs

Provider Qualifications
License (specifv).

Certificate (specifvl
Assisied living programs that are certified by the Department of Inspections and Appeals under IAC
4§1—Chapter 69.

481—695.2(231C) Program certification. A program may obtain certification by meeting all applicabie
requirements. In addition, a program may be voluntarily accredited by a recognized accreditation entity.

For the purpose of these rules, certification 1s equivalent to licensure,

“Accredited” means that the program has received acereditation from an accreditation entity recognized in subrule
69.14(1).

“Nonaccredited” means that the program has been certified under the provisions of this chapter but has not
received accreditation from an accreditation entity recognized in subrnuile 69.14(1).

481—--69.14(231C) Recognized accrediting entiry.

69.14(1) The depariment designales CARF as a recognized acerediting entity for programs.

69.14(2) To apply for designation by the department as a recognized accrediting entity for programs, an
accrediting entity shall submit a letier of request, and its standards shall. at minimum, meet the applicable
requirements for programs.

£9.14(3) The designation shall remain in effect for as long as the acereditation standards continue fo meet, at
minimum, the applicable requirements for programs.

69.14(4} An accrediting entity shall provide annually 10 the department, at no cost, a current edition of the
applicable standards manual and survey preparation gwide, and training thereon, within 120 working days afier the
publications are released.

For this service the department does not have specific standards for subcontracts or providers regarding training,
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age limitations, experience or education. Confracting agencies are responsibie to ensure that the contractor is
qualified and reliable. Service workers are responsible to moniior service provision Lo ensure services are
provided i 2 safe and effective manner.

Other Standard (specify).

H =

i

Verificatior of Provider Qualifications
Eniity Responsible for Verification:
lowa Department of Hurman Services, lowa Medicald Enterprise, Provider Services Uinit
Freguency of Verification:
Every four years

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Gther Service
Service Name: Consumer-Directed Attendant Care (Uinskilied)

Provider Category:
Agency | N
Provider Type:
Supported Community Living provider
Provider Gualifications
License (specifii:

Certificate (specify):

Providers certified by the Depariment's Home and Community Based Services Quality Oversight Unit to provide
Supported Community Living under the Intelieciual [isability or Brain Injury Waiver as described in IAC 441
Chapters 77.37 and 77.39.

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:
Iowa Department of Human Services, fowa Medicaid Enierprise, Provider Services Unit
Frequency of Veriication:
Every four vears

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Consumer-Directed Attendant Care (Unskilled)

Provider Category:

Agency v

Provider Type:

Bome Care Provider

Provider Qualiifications
License (specifv.

Certificate (specify):

Home care providers thai have a contract with the department of public health or have written certification from
the depariment of public health stating they meet the home care standards and requiremenls set forth in lowa
Adminisirative Code 641—80.3(5),~—80.3(6), and 80.3(7).

Other Standard (specify).

Providers must be:

1. At least 18 years of age. and

2. Qualified or trained to carry out the member's plan of care pursuant to the department's approved plan.
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3. Not the spouse of the member or a parent or stepparent of a member aged 17 or under.

4, Not the recipient of respite services paid through home- and community-based services on behalf of a member
who receives home- and community-based services.

5. All CDAC provider applicants must go threugh a criminal and adult/child abuse background check prior to
enroliment. A provider may be disenrolled if an individual is convicted of any criminal activity or has a founded
abuse record.

For this service the department specifies standards for subcontracts or providers regarding training, age
limitations, experience or education are indicated above. Contracting agencies are responsible 1o ensure that the
contractor is qualified and reliable. Service workers are responsible to monitor service provision 1o ensure
services are provided in a safe and effective manner.

Yerification of Provider Qualifications
Entity Responsible for Verification:
lowa Department of Human Services, Jowa Medicaid Enterprise, Provider Services Unit
Freguency of Verification:
Every {our years

Appendix O Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available te CMS upon request through the
Medicaid agency or the operating agency (if applicable).

Service Type: B

Ofher Service N

As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service not specified
in. statuie.

Service Title:

Home and Vehicle Modificalion

HCES Tazonomy:

Category :

Sub-Category I:

4 Equipment, Technotogy, and Modifications

] acceséibifity adaptaiioné’ v

14020 home andjor veh
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Category 2: Sub-Category 2:
w
Category 3: Sub-Category 3:
..... =
Category 4: Seb-Category 4:
e S S

Service Definition (Scope).

Covered home and vehicle modifications are physical modifications to the member’s home or vehicle that directly address the
member’s medical or remedial need. Covered modifications must be necessary 1o provide for the health, welfare, or safety of
the mernber and enable the member (o function with greater independence in the home or vehicle.

a. Modifications that are necessary or desirable without regard to the member’s medical or remedial need and that would be
expected o increase the fair marke! value of the home or vehicle, such as furnaces, fencing, or adding square footage to the
residence, are excluded excepl as specifically included helow. Purchasing or leasing of 2 motorized vehicle is excluded. Home
and vehicle modifications are not furnished to adapt living arrangements that arc owned or leased by providers of watver
services. Modifications may be made to privately owned rental properties. Home and vehicle repairs are also

excluded. Purchase or lease of & vehicle and regutarty scheduled upkeep and maintenance of a vehicle is not allowable.

b. Only the following modifications are covered:

{1) Kitchen counters, sink space, cabinets. special adaptations to refrigerators. stoves, and ovens.

{2} Bathtubs and toilets to accommeodate transfer. special handles and hoses for shower heads, water faucel controls, and
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accessible showers and sink areas.

{3) Grab bars and handrails.

(4) Turnaround space adaptations.

(3) Ramps, lifts, and door, hell and window widening.

(6} Fire safety alarm squipment specific for disability,

(7} Voice-activaied, sound-activated, light-aciivaied, motiop-activated, and elecironic devices directly refated 1o the member’s
disability.

(8) Vehicle lifts, driver-specific adaptations. remote-start svstems, including suck modifications already imstalled mm a vehicle.
(9) Keyvless entry systems.

(10} Automatic opening device for home or vehicie door.

(11} Special door and window locks.

{12} Specialized doorknobs and handles.

(13) Plexigtas replacement for glass windows.

(14} Modification of existing stairs to widen, lower, raise or enclose open siairs.
(15} Motion detectors.

{16} Low-pile carpeting or slip-resisiant flooring.

{17} Telecommamications device for the deall

(18} Exterior hard-surface pathways.

{19} New door opeaning,

{20} Pocket doors.,

(21} Installation or relocation of controls, outlets, switches.

(223 Air conditioning and air filtering if medically necessary.

{23) Heighiening of existing garage door opening to accommodaie modified van.
{24} Bath chairs.

All modificarions and adaptations shali be provided in accordance with applicable federal, state, and local buiiding and vehicle
codes. Serviees shall be performed following prior department approval of the modification as specified in 441 - sub-rule 79.1
(17) and a binding contract between the provider and the member. All contracts for home or vehicle modification shall be
awarded through competitive bidding,

Flome modifications will not be furnished to adapt living arrangements that are owned or leased by providers of waiver
services mcluding an assisted Iiving facility.

Specify applicable {(if any) limits on the amount, frequency, or duration ef this service:

The services under Home and Vehicle Medifications are limited fo additional services not otherwise covered under the state

plan, including EPSDT. but conststent with waiver objectives of avording institutionalization.

A unit of service is the compiletion of needed modifications or adaptations. HVM within the PD waiver is limited to a
$6.366.64 per year. The member's plan of care will address how the member's health care needs are being met. Services must
be authorized in the service plan by the service worker.

When the member has reached the upper limit of $6,366.64 per year, the service worker may assist the merber to seek oul
other funding streams that may be available fo assist them such as grants or other volunteer agencies thal my assist.

Service Delivery Method (check each thar applies):

 Participant-directed as specified in Appendiz E
& Provider managed

Specify whether the service may be provided by (check each that applies):

& Legaily Responsible Person
+ Relafive
» Legal Guardian

Provider Specifications:

Peovider Category, Provider Type Title

Agency Community Bosiness

Agency HVM Providers Enrelied under Other Waivers
Agency Area Agencies on Aging

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
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Service Mame: Home and Vehicle Modification

lhj=}
i
bo
wh
o]
hy
N
fa

Provider Category:

Agency v

Provider Type:

Community Business

Provider Qualifications
Lieense (specifvi:
441 IAC 77.30{%)"d" ~ Community businesses that have all necessary Heenses and permifs to operate in
contformity with federal, state, and Jocal laws and regulations and that submit verification of current liability and
workers’ compensaiion Insurance.
Certificate (specify).

Other Standard (specifvi:

Verification of Provider Qualifications
Entity Responsible for Verification:
Towa Department Of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:
Every four years

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Serviee

Service Type: Other Serviee
Service Name: Home and Vehicle Medification

Provider Category:
Agency v

Provider Tvp e

HVM Providers FEnrolled under Other Waivers
Provider Qualifications
License (specify):

Certificate (specifv)

Gther Standard (specify):
Providers enrolled 1o participate as HVM providers under the Brain Injury, Elderly, Health and Disability, and
Intellectual Disability Waivers as described in 441 1TAC Chapter 77.

For this service the department does not have specific standards for subconiracts or providers regarding training,
age limitations, experience or education, other thar what would be contained in statute or administrative rules for
this provider. Coniracting agencies are responsible to ensure that the contractor is qualified and reliable. Service
workers are responsible (0 monitor service provision to ensure services are provided in a safe and effective
manner.

Verification of Provider Qualifications
Entity Responsible for Verification:
lowa Department Of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:
Every four vears

Apnendiy C: Parficipant Services

C-1/C-3: Provider Specifications for Service

Service Type: Gther Service
Service Name: Home and Vehicle Modification
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Provider Category:

Agency

Provider Type:

Area Agencies on Aging

Frovider Qualifications
License (specifyl.

H

Certificate (specifi):
ATea agencies on aging as designated according to department on aging rules [AC 17—4.4(231)

IAC 174 4{231)Area agencies on aging.

4 4(1)Designation. The department shall designaie for each planning and service area an entity to serve as the area
agency on aging in accordance with Older Americans Act requirements. The depariment may, in its discretion,
designate one area agency on aging 1o serve more than ene planning and service area.4.4(2)Designation
requirements for units of general purpose local government. Whenever the department designates & new area
agency on aging after the date of enactment of the Older Americans Act Amendments of 1984 or designates an
existing area agency on aging, the department shall give the right of first refusal to a unit of general purpose local
government if:

a.The unit of general purpose local government can meet the requirements established to serve as an area agency
on aging pursuant o state and federal law; and

b The unit of general purpose local government’s geographical boundaries and the geographical boundaries of the
planning and service area are reasonably contiguous.

4 4{3)Qualifications to serve. Apny entity applying for designation as an arsa agency on aging must have the
capacity io perform all functions of an area agency on aging as outlined in the Older Americans Act and lowa
Code chapter 23 1. An area agency on aging shall be any one of the following:

a.An established office of aging operating within a planning and service area;

h.Any office or agency of & unit of general purpose local government, which is designated o function only for the
purpese of serving as an area agency on aging by the chief elected official of such unit:

¢.Any office or agency designated by the appropriate chief elected officials of any combination of units of general
purpese local government to act only on behalf of such combination for such purpose:

d.Any public or nonprofit privaie agency in a planning and service area. or any separate organizational unit within

SUCH apency, which 167 desigiation urposes 15 vider the SUPpSrvision or direction of (e defartment arid which Taf
and will engage only ip the planning or provision of 2 broad range of supportive services or nuirition services
within such pianning and service arex or

e.Anv other entity authorized by the Older Americans Act.

4 4($)Official designation. An entity shall be designated the area agency on aging upon the commission’s
acceptance of the department’s propesed recommmendation for designation, the commission’s approval of the area
agency on aging area ptan, and execution of the associated contract between the department and the area agency
on aging. Official designation of an area agency on aging shall not oceur umil fina! disposition: of all appeals.
Other Standard (specifyi:
For this service the department does not have specific standards for subcontracts or providers regarding iraining,
age limitations, experience or education. other than what would be contained it stafute or administrative rules for
this provider. Contracting agencies are responsible to ensure that the contractor is qualified and reliable. Service
workers are responsible o monttor service provision to ensure services are provided in a safe and effective
manner.

Verification of Provider Qualifications
Entity Responsible for Verification:
lowa Department Of Human Services, lowa Medicaid Emerprise, Provider Services Unit
KFrequency of Verification:
Every four vears

Appendix C: Participant Services
-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily availabie to CMS upon request through the
Medicaid agency or the operating agency (if applicable).
Service Type:
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. Semce e
As provided n 42 CFR §440.180(b)9}, the State requests the authority to provide the following additional service not specified
in stamuge.

Service Title:
Personal Emergency Response

HCBS Taxonomy:

Category I: Sub-Category 1:

14 Equipme N 14010 persenal smergency response system (PERS) v
Category 2: Sub-~-Category 2:

et e ettt o67 ot x e V : VMM:;;"

Category J: Sub-Category 3:

Category 4: Sub-Category 4;

(Scope).
A personal emergency response system is an electronic device that transmits a signal to a central moniloring station 1o
summon assistance in the event of an emergency. The necessary components of & system are:

. An in-home medical communications transceiver,

. A remote, portable actjvator.

. A ceniral menitoring staiion with backup systems staffed by trained atiendants at all times.

. Current data files at the central moniiering station containing response protocols and personal. medical. and emergency
information for each member.

1
2
3
4

A portable locator sysiem is an clectronic device that transmifs a signal to 2 monitoring device. The sysiem allows a member o
access assistance in the event of an emergency and allows law enforcement or the monitoring system provider to locate a
member whe is unable 1o request help or wo activate a system independently. The member must be unable o access assistance
in an emergency situation due to the member’s age or disability. The required cornponents of the portable locaior svstem are:
1. A portable communications transceiver or transmitter to be wormn or carried by the member.

2. Monitoring by the provider at a central jocarion with response protocols and personal. medical, and emergency information
for each member as applicable.

Provider staff are responsible for training members regarding the use of the system: the cost of this service is included in the
charges for installation or manthly fee, depending upon how the provider structures their fee schedule. If necessary. service
workers would also assist members in understanding how 1o utilize the system.

Specify applicable {if any) limits on the amount, frequency, or duration of this service:

A umnit of service is a one time installation fee or month of service. Maximurn vnits per state fiscal year shall be one initial
installation and 12 months of service. The member's plan of care will address how the member's health care needs are met.
Services must be authorized in the service plan. The service worker will monitor the plan.

Service Delivery Method (check each that applies):

" Participant-directed as specified in Appendix E
+ Provider managed

Specify whether the service may be provided by (check each that applies):

™ Legalty Responsible Person
77 Relative
" Legal Guardian

Provider Specifications:

Provider Category! Provider Type Titie

Ageney Emergency Response System Providers

https:/wms-mmdlems. cov/WMS/Taces/protecied/3 5/print/PrintSelector.isp 5/15/2018



Appendix C: Waiver Draft [A.001.04.01 - Oct 01, 2018 Page 28 of 46

Appendix O Participant Services

{-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Personal Emergency Response

Erovider Category:
Agency v
Provider Type:
Emergency Response System Providers
Provider Qualifications
License (specify).
i s

1
i
H
|

Certificate (specifi).

Other Standard (specify):
Agencies which meet the conditions of participation for Emergency Response System Providers as set forth in
Towa Administrative Code 77.33(2).

a. The agency shall provide an electronic component to transmit a coded signal via digital equipment over
telephone lines 1o a central monitoring station. The cemral monitoring station must operate receiving equipment
and be fully staffed by wained attendants, 24 hours a day, seven days per week. The atiendants must process
emergency calls and ensure the timely notification of appropriale emergeney resources 1o be dispaiched to the
person in need.

b. The agency, parent agency, institution or corporation shall have the necessary legal authority to operate in
conformity with federal, state and local laws and regulations.

c. There shall be 2 governing authority which is responsible for establishing policy and ensuring effective control
of services and finances. The governing authority shall employ or contract for an agency administraior to wWhom
authority and responsibility for overall agency administration are delegated.

d. The agency or institution shall be in compliance with all legislation relating to prohibition of discriminatory

yiﬂ\ali\./
e. There shall be written policies and procedures established to explain how the service operates, agency
responsibilities, client responsibilities and cost information.
Verification of Provider Quakifications
Eatity Responsible for Verification:
lowa Department of Buman Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:
Every four vears

Appendix C: Participant Services
C-1/C-3: Service Specification

State taws. regulations and policies referenced in the specification are readily availabie o CMS upon request through the
Medicaid agency or the operating agency (if applicable).
Service Type:

-Other Service v
As provided i 42 CFR §440.180(b)(9), the State requests the authority to provide the feliowing additional service not specified
in statuie.

Service Title:
Specialized Medical Equipment

HCRBS Taxonomy:

Category 1: Sub-Category 1:

14 Equipmeni, Technology, and Modifications 14031 equipment and technology s
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Category 2: Sub-Category 2:
v o

Category 3: Sub-Category 3:
i

Category 4: Sub-Category 4:
N v

1. Specialized medical eguipment inciudes the following:

a. Medical equipment devices that will improve assessed functiona) deficit(s); and will centribute to the member's ability to
live independently in the community.

b. The cost 1o repair medical equipment devices identified in "a." above

2. Specialized medical equipment devices are not duplicative of medical equipment and supplies benefit under the State plan.
devices covered through vocational rehabilitation, education, third party insurance or other availabie funding sources.

Specify applicable (if any) fimits op the amount, frequency, or duration of this service:

Payment of up to $6,366.64 per vear may be made to enrolied specialized medical equipment providers upcn satisfactory
receipt of the service, Each month within the 12-month period. the service worker can encumber an amount within the monthly
dollar cap allowed for the member until the amount of the equipment cost 1s reached. Authorization of this service musi be
made afier assuring that there is no duplication or overlapping of state plan services. Services provided under IDEA or the
Rehabilitation Act of 1973 are not avaitable.

Service Delivery Method (check each that applies):

+ Participant-direcied as specified in Appendis E
 Provider managed

Specify whether the service may be provided by check each that applies):

- Legally Responsible Person
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" Relative
"t Legal Guardian
Provider Specifications:

Erovider Category, Provider Type Title
Agency Medical Equipmentand supply dealers|
Asgency Retail and wholesale businesses

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Specialized Medical Equipment

Previder Category:

Provider Type:
Medical Equipmentand supply dealers
Provider Qualifications

License (specifyi:

Certificate (specify).

Other Standard (specifyi:
Medical equipment and supply dealers participating in the Medicaid program. These providers must be enrolled as
Medicare providers to enroll with lowa Medicaid.

Page 29 of 46
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For thig service the depariment does not have specific standards for subcontracts or providers regarding training,
age limitations, experience or education, other than what would be contained in statuie or admimstrative rules for
this provider. Contracting agencies are responsible to ensure that the contractor is gualified and reliable. Service
workers are responsible to monitor service provision to ensure services are provided in a safe and effective
Ianmer.

Verification of Provider Qualifications
Entity Responsible for Verification:
lowa Department of Human Services, Jowa Medicaid Enserprise, Provider Services Unit
Frequency of Verification:
Every four years

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Specialized Medical Equipment

Provider Category:

Lgancy W ‘

Provider Type:

Retail and wholesale businesses

Provider Qualifications
License {specify):

H

Certificate (specify):

H
i
i
H

Other Standard (specifi):
Retai} and wholesale businesses participating as providers in the Medicaid program which provide specialized
medical equipment as defined in IAC 441--78.46{4).

For this service the department does not have specific standards for subcontracts or providers regarding training,
age limitations, experience or education, other than what would be contained in statute or administrative rules for
this provider. Comracting agencies are responsible to ensure that the contractor is qualified and reliable. Service
workers are responsible t0 monitor service provision to ensure services are provided in a safe and effective
manner.

Verification of Provider Qualifications
Entity Responsible for Verification:
Towa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Freqguency of Verification:
Every four vears

Appendix C: Parficipant Services
C-1/C-3: Service Specification

Statle laws, regulations and policies referenced in the specification are readify available to CMS upon request through the
Medicaid agency or the operating agency (if applicable).
Service Type:

Otrer Service ¥
Ag provided in 42 CFR §440.180(b)(9). the State requests the authoriiy to provide the following additional service not specified
in statute.

Service Title:
Transportation

HCRBS Taxonomy:
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Category 1: Sub-Category L
15 Nor-Medical Tramsporation ~ 15010 non-medical transportation v
Category 2: Sub-Category 2:
e . AR
Category J: Sub-Category 3:
-
Category 4: Sub-Category 4:

Service Definition (Scope/:

Transportation services may be provided for members to conduct business

errands and essentialshopping, 1o fravel to and from work or day programs, and to reduce social 1solation.
A unit of service is one mile of ransportaiion or one one~way {rip.

Specify applicable (if ary) limits on the amount, frequency, or duration of this serviee:

Service Delivery Method (check each that applies):

«#: Participant-directed as specified in Appendix E
- Provider managed

Specify whether the service may be provided by (check each that appliesi:

" Legally Responsible Person
" Relative

™ Legal Guardian
Provider Specifications:

Provider Category, Provider Type Title

Agency Arex Agencies on Aging

Agency County Ceniracted Transportatior Provider
Agency Nursing Facilities

Agency Provider Contraciing with NEMT

Agency Regional Transi Agencies

Agency HCBS Provider Agencies

Agency Community Action Agencies

Appendiz C: Participant Services

C-1/C-3; Provider Specifications for Service

Service Type: Gther Service
Service Name: Transportation

Provider Category:

Area Agencies on Aging
Provider Qualifications
License (specify).

Certificate (specifv}
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Other Standard (specify/:
Area agencies on aging as designated in 17 IAC —4.4(231}:Any entity applying for designation as ap arca agency
on aging must have the capacity to perform ali functions of an area agency on aging as outlined in the Older
Americans Act and Towa Code chapier 231. An area agency on aging shall be any one of the following:
a.An established office of aging operating within a planning and service area;
b.Any office or agency of & unit of genera purpose local government, which is designated to funetion only for the
purpose of serving as an area agency on aging by the chief elected official of such unit;
¢.Any office or agency designated by the appropriate chief elected officials of any combination of units of general
purpose local government to act only on behalf of such combination for such purpose;
d.Any public or nonprofit private agency in a planning and service area, or any separate organizational unit withio
such agency, which for designation purposes is under the supervision or direction of the department and which can
and will engage only in the planming or provision of a broad range of supportive services or nutrition services
within such planning and service ared; or
e.Any other entify authorized by the Older Americans Act.
or
2)with letrers of approval from the area agencies on aging stating the organization 15 qualified to provide
transportation services.

Verification of Previder Qualifications
Entity Responsible for Verification:
lowa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:
Every four vears

Appendix C: Participant Services

C-1/C-3: Provider Specifieations for Service

Service Type: Giher Service
Service Name: Transportation

Provider Cafegory:

Agency Vi
Provider Type:

County Contracted Transportation Provider
Provider Qualifications
License (specifi}

i

:Certiﬁcate (specifv).

i

i

Other Standard (specify).
Transportation providers that confract with county governments. For this service the department does not have
specific standards for subconiracts or providers regarding training, age limitations, experience or education, other
than what would be contained m siatute or administrative rules for this provider. The county contracted
transportation providers are resposible lo ensure that their employees are gualified, traiped and reliable. Service
workers are responsible to moniwst service provision to ensure services are provided in a safe and effective
manner.

Verification of Provider Qualifications
Entity Responsible for Veriftcation:
Towa Deparlment of Human Services, lowa Medicaid Enterprise. Provider Services Uit
Frequency of Verification:
Every four vears

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Transportation

Provider Category:

Agency
Provider Type:

-~
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Nursing Facilities
Provider Qualifications
License (specify):
Nursing facilities licensed under lowa Code chapter 135C and an enrolled Medicaid provider as deseribed in 1AC
441 Chapter 81.
Certificate (specify):

Other Standard (specifvi:
E

H ot

Verification of Provider Qualifications
Entity Responsible for Verification:
iowa Department of Humnan Services. lowa Medicaid Enterprise. Provider Services Unit
Frequency of Verification:
Every four vears

Appendix C: Participant Services

C-1/€-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Transportation

Provider Category:
Agency W
Provider Type:
Provider Contracting with NEMT
Provider Qualifications

License (specify):

Certificate (specifil:

Other Standard (specijv):
Transportation providers contracting with the nonemergency medical transportation (NEMT) contractor. For this
service the department does not have specific standards for subcontracts or providers regarding training, age
limitations, experience or education. other thar what would be contained in statute or administrative rules for this
provider. The NEMT contractor agencies are responsibie 1o ensure that the contractor is qualified, trained and
reliable. Service workers are responsible to monilor service provision o ensure services are provided in a safe and
effective manner.

Verification of Provider (Gualifications
Entity Responsible for Verification:
Towa Department of Human Services. the Iowa Medicaid Enterprise. Provider Services Unit
Freguency of Verification:
Every four years

Appendix C: Participant Serviceg

-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Transportation

Provider Type:

Regional Transit Agencies

Provider Qualifications
Licemse (specifvi:
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Certificate (specifv):

Other Standard (specifyl

Regional Transit Agencies as recognized by the Iowa Department of Transportation. These agencies must:
1) comply with the Code of Federal Regulations pertaining to public ransit;

7} demonstrate that vehicles used comply with public transit regulations surrounding accepiable mileage
thresholds and maintenance schedules;

3) ensure that drivers must possess commercial driver's license;

4) ensure that employees pass roufine drug and alcohol testing.

All individuals providing mansportation must possess the following qualifications:

1) Hold an aciive commercial driver's license(Towa Code 321.88).

2} Rouiinely pass drug and alcohol festing.

3} Undergo training consisient with the policies of the Office of Public Transit.
Verification of Provider Qualifications

Entily Responsible for Yerification:

lowa Departmemnt of Human Services, Towa Medicaid Enterprise, Provider Services Unit

Freguency of Verthication:

Every four vears

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Transportation

Provider Category:
Agency W

Page 34 of 46

Provider Type:

HCBS Provider Agencies

Provider Qualifications
License (specifi):

i

Certificate (specifi):
Certified or accredited enrolled home and community based service {FICRBS) providers under 441 IAC 24 and 77.
Other Standard (specify):
For this service the depariment does not have specific standards for subcontracts or providers regarding training,
age limitations, experience or education, other than what would be contained in statuie or administrative rules for
this provider. Providers are responsible te ensore that the contractor is qualified, trained and reliable. Service
workers are responsible 10 monitor service provision k ensure services are provided m a safe and effective
MANDET.

Yerification of Provider Qualifications
Entity Responsibie for Verification:
The Iowa Department of Human Services, the Towa Medicaid Enterprise, Provider Services Unil
Frequency of Verification:
Every four vears

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Transpertation

Provider Type:
Community Action Agencies
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Provider Qualifications
License (specify}:

Certificate (specifv)

Gther Standard (specify):
Community action agencies as designated in Jowa Code section 216A.93
Verification of Provider Qualifications
Entity Responsibie for Verification:
lowa Department of Human Services, lowa Medicaid Enterprise. Provider Services Unit
Frequency of Verification:
Ewvery four years

Appendix C: Participant Services

C-1: Summary of Services Covered (2 of 2)

b. Provision of Case Management Services to Waiver Participants. Indicate how case management is furnished o waiver
participants (selfect one}
_" Not applicable - Case management is not furnished as a distinet activity 1o waiver participants.
% Applicable - Case management is furnished as a distinet activity to waiver participants.
Check each that applies:
" As a waiver service defined in Appendiz C-3. Do rot complete item C-1—<.

As a Medicaid State plan service under §1915(i} of the Act (HHCBRS as a State Plap Option). Complete item C-7-c.
As & Medicaid State plan service under §1915¢(g)(1} of the Act (Targeted Case Managewent). Complete item C-1-c.
As an administrative activity, Complere item C--c.

LR

c... Delivery of Case Management Services. Specify the entity or eniities that conduct case management functions.on behalf of waiver

participants:

FFS
Case managers or integrated health home coordinators provide case management services for members entolled in the Stawe’s §1915
(¢) PD waiver. Services are reimbursed through an administrative function of DHS.

All individuals providing case management services have knowledge of communify alternatives for the target populations and the
full range of long-term care resources. as well as specialized knowledge of the conditions and functional mitations of the target
popufations served, and of the individual members to whom they are assigned.

MCO

MCQO community-based case managers provide case management services to all members receiving HCBS. MCOs ensure ease of
access and responsiveness for each member to their community-based case manager during regular business hours and, at a
minimum, the comimunity-based case manager contacts members at least monthly, either in person or by phone, with an interval of
at least fourieen calendar days between contacts.

MCO community-based case managers or integrated health home care coerdinators provide case management services 1o all
members receiving HCBS. MCOs ensure ease of access and responsiveness for each member to their commimity-based case
manager during regular business hours and, at & minimum. the community-based case manager or integrated health home care
coordinator contacts members at lzast monthly, either in. person or by phone, with an inierval of at least fourieen calendar davs
between contacts.

All individuals providing case management services have knowledge of community alternatives for the target populations and the
full range of long-term care resources, as well as specialized knowledge of the conditions and functional limitations of the target
populations served, and of the individual members to whom they are assigned. MCOs are contractually required to ensure the
delivery of services in & conflict free manner consistent with Balancing Incentive Program requirements. DHS approves and
monitors all MCO policies and procedures to ensure compliance.

https://wms-mmd!.cms.gov/WMS/faces/protected/3 5/print/PrintSelector jsp 5/15/2018



Appendix C: Waiver Draft 1A .001.04.01 - Oct 01, 2018 Page 36 of 46

Appendix C: Participant Services
{-2: General Service Specifications (I of 3)

a. Criminal History and/or Background Investigations. Specify the State's policies concerning the conduct of criminal history and/or
background iyvestigations of individuals who provide waiver services (select one):

- Ne. Criminal history and/or background investigations are net required.

#: Yes. Criminal history and/or backeround investigations are required.

Specify: (a) the types of positions {e.g.. personal assistanis. attendants) for which such investigations must be conducted: (b} the
scope of such investigations (e.g., state. national); and. {c) the process for ensuring that mandatory investigations have been
conducted. State laws, regulations and policies referenced in this description are available to CMS upon request through the
Medicaid or the operating agency (if applicable}:

Pursuant to Jowa Code 135C. 33(5){a)(1) and (5Wa)(3), prospective emplovees of all of the following, if the provider is
regulaied by the staie or recejves any state or federal funding must compiete child abuse, dependent adwlt abuse and criminal
background screenings before employment of a prospective staff member who will provide care for a participant:

1. An employee of a homemaker-home health aide, home care aide, adult day services, or other provider of in-home services if
the emplovee provides direct services to consumers: and
2. Ao emplovee who provides direct services 1 consumers under a federal home and community-based services waiver.

fowa Code 249A.29 provides the scope of the above provider background screening:

1. For purposes of this section and section 249A.30 uniess the context otherwise requires:

a. “Consumer” means an individual approved by the department 1o receive services under a waiver.

b. “Provider” means ap agency certified by the department to provide services under a waiver.

¢. “Waiver” means a home and community-based services waiver approved by the federal government and implemented under

the medical assistance program.

2. If & parson is being considered by a provider for employment involving direct responsibility for a consumer (individual

approved by the department to Teceive services under a waiver) or with access (0 a consumer when the consumer is alone, and

if the person has been convicied of a crime or has a record of founded child or dependent adult abuse, the depariment shall
—perform an evaiuation fo determine whether the crime or founded abuse warrants prohibinion of employment by the....

provider. The deparlmcm (Department of Human Services) shall conduct criminal and child and dependent adult abu'%e records

checks of the persen in this state and may conduct these checks in other states. The records checks and evaluations required by
this section shall be performed in accordance with procedures adapted for this purpose by the department.

3. If the department determines that a person emploved by a provider has commitied a crime or has a record of founded abuse,
the department shall perform an evaluation to determine whether prohibition of the person's employment is warranted. In an
evaluation, the department shall consider the nature and seniousness of the crime or founded abuse in relation to the position
sought or held. the iime elapsed since the commission of the crime or founded abuse, the circumstances under which the crime
or founded abuse was committed, the degree of rehabililation, the likelihood that the person will commit the crime or founded
abuse again, and the number of crimes or founded abuses committed by the person invoived. The department may permit 2
person whe is evaluated to be employed or to continue to be emploved by the provider if the person complies with the
department's conditions relating to the emplovment, which may include completion of additional training.

4. If the department determines that the person has commitied a crime or has a record of founded abuse that warrants
prohibition of employment, the person shall not be employed by a provider.

As part of the provider’s self-assessment process, they are required to have a quality improvement process in place to monitor
their compliance with the criminal background checks. The provider agency is responsible for completing the required waiver
to perform the crimina) background check and submitting to the Department of Public Safety who conducts the check. The
data and other information developed by the provider in the areas of discovery, remediation. and improvement of criminal
background checks are available to the Department upon request. The IME will assure thai criminal background checks have
been compieted through guality improvement activities on a random sampling of providers, focused ansite reviews and during
the full on-site reviews conducted every 5 years.

The Staie HCBS Quality Assurance and Technical Assistance Unit reviews agency personnel records during provider siie visits
to ensure screenings have been completed. Screenings are rerun anytime there is a complaint related to additional criminal
charges against a provider, and the Program Integrity Unit runs all individual providers against & Department of Corrections
file on a quarterly basis. DHS also completes any evaluation needed for screenings retumed with records or

charges. Background checks only include lowa unless the applicant is a resident of another state providing services in Towa.

MCQs are coniractualiv required to assure that all persons, whether they are employees, agents, subcontractors, or anvone
acting for or on behalf of the MCO, are properly licensed. certified, or accredited as required under applicable state law and the
lowa Administrative Code. The Contractor shal! provide standards for service providers who are not otherwise licensed,
certified, or accredited under state law or the lowa Administrative Code.
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b. Abuse Registry Sereening. Specify whether the State requires the screening of individuals whe provide waiver services through a
State-maintained abuse registry (select one}:

Mo. The State does not condnet abuse registry screening.

& Yeg, The State maintains an abuse registry and reguires the screening of individuais through this registry.

Specify: (a) the entity (entities) respensible for mainaining the abuse registry; (b) the types of positions for which abuse registry
screenings must be conducted: and, (¢) the process for ensuring that mandatory screenings have been conducted. State jaws,
regulations and policies referenced in this description are available to CMS upon request through the Medicaid agency or the
operating agency {if applicable):

Pursuant to Towa Code 135C. 33(5)ta) 1) and (3)(a}(3), prospective emplovees of all of the following, if the provider is
regulated by the state or receives any state or federal funding must complete child abuse, dependent adult abuse and criminal
background screenings before empiovment of a prospective statf member who will provide care for a member:

1. An employee of a2 homemaker-home health aide, home care aide, adult day services, or other provider of in-bome services if
the emplovee provides direct services to consumers; and
2. An emplovee who provides direct services to consumers under a federal home and commumity-based services waiver.

Iowa Code 240A 29 provides the scops of the above provider background screening:

i For purpeses of this section and section 2494 30 unless the context otherwise requires:

z. “Consumer” means an individual approved by the department to receive services under a watver,

b. “Provider” means an agency certified by the department to prowvide services under a walver.

¢. “Waiver” means a home and community-based services waiver approved by the federal government and implemented under
the medical assistance program.

2. If a person is being considered by a provider for employment involving direct responsibility for a consumer (individual
approved by the depariment to receive services under a wafver) or with access t a consumer when the consurner is alone, and
if the person has been convicted of a crime or has a record of founded child or dependent adult abuse, the department shall
parform an evaluation o determine whether the crime or founded abuse warrants prohibition of employment by the

provider. The depariment shall conduct criminal and child and dependent adult abuse records checks of the person in this state
and may conduct these checks in olher states. The records checks and evaluations required by this section shall be performed
in accordance with procedures adopted for this purpose by the department.

3. If the department determines that a person employed by a provider has committed & crime or has a record of founded abuse,

the department shall perform an evaluation to determine whether profubilion of the PErson's employvment 18 wattanted. 1 an
evaluation, the department shali consider the nature and seriousness of the crime or founded abuse in relation (o the position
sought or held. the time elapsed since the commission of the crime or founded abuse, the circumstances under which the crime
or founded abuse was committed, the degree of rehabilitaiion, the likelihood that the person will commit the crime or founded
abuse again, and the number of crimes or founded abuses commitied by the person imvolved. The deparument may permit a
person who is evaluated to be emploved or to continue to be empioved by the provider if the person complies with the
department's conditions relating to the empioyment, which may include completion of additienal training.

4. If the deparimen: determines that the person has committed a crime or has a record of founded abuse that warrants
prohibition of employment, the person shall not be emploved by a provider.

Individua! Consumer Directed Attendant Care (CDAC) is the only service that allows individuals 1o be providers. All others
services must be provided by agency previders. Individual CDAC providers have child and dependent adult abuse background
checks completed by the IME Provider Services prior to enroliment as a Medicaid provider.

All emplovees that provide direct services under the Consumer Choices Option under this waiver are required to complete
child and dependenr adult abuse background checks prior to employment with a member.  The Fiscal Management provider
completes the child and dependent adalt abuse background checks and the employee wili not pay for any services 1o the
member prior 1o the completion of the checks.

The lowa Department of Human Services maintains the Central Abuse Registry. All child and dependent adult abuse checks
are conducted by the DHS unit responsible for the intake, investigation, and finding of child and dependent adult abuse. The
provider agency is responsibie for completing the required abuse screening form and submitting it to DHS to conduct the
screening. Providers are required to complete the child and dependent adult abuse background checks of all staff that provides
direct services to waiver members prior to employment. Providers are required to have written policies and procedures for the
screcning of personne! for child and dependent adult abuse checks prior to employment. As part of the provider's seif-
agsessment process, they are required to have a quality improvement process in place to monitor their compiiance with the
child and dependent adult abuse checks. The data and other information developed by the provider in the areas of discovery,
remediation, and improvement of child and dependent adult abuse checks are available te the Department upon request. The
Department will assure that the child and dependent adult abuse checks have been completed through the Department’s quality
improvement activities of random sampling of providers, focused onsite reviews, initial certification and periodic reviews and
during the full on-site reviews conducted every 5 years.

The State HCBS Quality Assurance and Technical Assistance Unit reviews agency personnel records during provider site visits

https://'wms-mmdl.cms.cov/WMS/faces/protected/3 5/print/PrintSelector.jsp 5/15/2018



Appendix C: Waijver Draft [A.001.04.01 - Oct 01, 2018 Page 38 of 46

to ensure screenings have been completed. Screenings are rerun anyiime there is & complaint related to additional criminal
charges against a provider, and the Program Integrity Unit runs all individual providers against & Department of Corrections
file on a guarterly basis. DHS also completes any evaluation needed for screenings returned with records or charges, MCOs
are also Tequired to ensure that all required screening is conducted for providers who are not employees of a provider agency or
licensed/accredited by a board that conducts background checks {i.e., non-agency affiliated self-direction service

providers). DHS retains final authority to determine if an employee may work in a particular program.

Appendix C: Participant Services
C-2: General Service Specifications (2 of 3

¢. Services in Facilities Subject {6 §1610(e} of the Social Security Act. Select one:

#® WNo. Home and community-based services under this waiver are not provided in facilities subject to §1¢16{e) of the
Act.

"' Yes. Home and community-based services are provided in facilities subject to §1616(e) of the Act. The standards
that apply to each type of facility where waiver services are provided are available to CMS apon request through
the Medicatd agency or the operating agency (if applicable}.

Anpendix C: Participap( Services

C-2: General Service Specifications (3 of 3}

d. Provisien of Fersonal Care or Similar Services by Legally Responsible kIndividuals, A legally responsible individual 1s any
person whe has 2 duty under State law o care for another person and rypically includes: (a) the parent (biological or adoptive) of a
minor child or the guardian of a minor ¢hild whe must provide care o the ¢hild or (b} a spouse of & waiver participant. Except at the
option of the State and under extraordinary cireurnstances specified by the Stale, pavment may ot be made te & legally responsible
individual for the provision of personal care or similar services thal the legally responsible individual would ordiarily perform or be
responsible o perform on behall of a waiver participant. Select ong:

‘.. Wo. The State does not make payiment to legally responsibie individuals fer furnishing personal care or simitar services,

‘¥ Yes. The State makes pavment fo legally responsible individuals for furnishing personal care or similar services when
they-are-qualified to-provide the services

Specify: (a) the legally responsible individuals who may be paid to furnish such services and the services they may provide; (b)
State policies that specify the circumstances when payment may be authorized for the provision of extraordinary care by a
legally responsible individuat and how the Stme ensures that the provision of services by a legally responsibie individual is in
the best interest of the participant; and. (¢} the confrols that are cmploved to ensure that payments are made only for services
rendered. Also, specify in Appendix C-1/C-3 the personal care or similar services for which pavment may be made to legally
responsible individuals under the State policies specified here.

A person who is legally responsible for a member may provide services to & member on the waiver. This applies to guardians
of their adult childrer and not to a minor child.  The person whe is legally responsibie for a member may be a Consurner
Directed Attendant Care provider or an employee under the Consumer Choices Option program.  Only Consumer Direcied
Attendant Care Providers and CCO Emplovees can be legal representatives of the member receiving CDAC or CCO self
~directed personal care. When the legal representative is responsible for a member and is the CDAC or CCO provider, the
DHS CM or MCO CBCM and interdisciplinary tezm determine the need for and the types of activities provided by legal
represeniative. It many situaitons, the Medicaid member requests the guardian to provide services, as the guardian knows the
member and their needs best. In other circumstances. there are no other qualified providers avajlable when the service is
needed or a lack of staffl in the area to provide the service. The raie of pay and the care provided by the legally responsible
person is identified and authorized in the member's pian of care that is authorized and monitored by the member's case
manager.

A person who is legally responsidle for a pariicipant may provide services to a waiver participant. This applies io guardians of
their adult children and not to a minor child. The person who is legalty responsible for a participant may be a Consumer
Direcied Atiendant Care (CDAC) provider or an employee under the Consumer Choices Option (CCO) program. There are no
limitations on the types of services provided; howsver, when the legally responsible person 15 the CDAC or CCO provider, the
service planning team determines the need for and the types of activities to be provided by the legally responsible person. This
includes reviewing if the needed services are “extraordinary.” Any services which are activiiies that a legally responsible
individual would ordinarily perform in the household on behalf of 2 person without a disability or chronic illness of the same
age and are not necessary to assure the health and welfare of the participant and to avoid institutionalization would not be
considered extraordinary. Tf the lega! representative is an emplovee through CDAC or CCO, the relative or legal guardian
must bave the skills needed 1o provide the services o the participant. In many situations, the participant requests the guardian
to provide services, as the guardian knows the participant and their needs best. In other circumstances, there are no other
qualified providers availabie when the service is needed or a lack of staff in the area to provide the service.
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Through the person-centered planning process, the comprehensive service plan is developed. If the pariicipant has a guardian
or attorney in fact under a durabie power of attorney for heaith care who is also their service provider, the care plan will
address how the DHS TCM or MCO CBCM, health home coordinator, or community-based case manager will oversee the
service provision io ensure care is delivered in the best interest of the participant.

The rafe of pay and the care provided by the legally responsible person is identified and authortzed in the panicipant’s plan of
care that is authorized and monttored bv a DHS TCM/MCO CBCM/health home coordinator/community-based case

manager. Service plans are monitored to assure that authorized services are received. For fee-for-service participants, the
State completes post uiilization audits on waiver providers verifying that services rendered match the service plan and claim
process. This applies to individual CDAC providers. In addition, information on paid claims for fee-for-service participants
are available in ISIS for review. The ISIS system compares the submitted claims to the services authorized in the plan of care
prior to payment. The claim will not be paid if there is a discrepancy between the amount billed and the rate of pay authorized
in the plan. MCOs are responsible for ensuring the provision of services by a legally responsible individual is in the best
mterest of the member and that pavments are made only for services rendered. All representatives must participate in a
raining program prior to assuming self~direction, and MCOs provide ongeing training upon request and/or if' it is determined a
represeniative needs additional training. MCOs menitor the quality of service delivery and the health, safety and welfare of
members participating in seif-direction, including implementation: of the back-up plan. 1f problems are identified. a self-
assessment is completed 1o determine what additional supports, if amy, could be made available. MCOs must ensure pavments
are made only for services rendered through the development and implementation of a contractually required program integrity
pilan. The DHS maintains oversight of the MCO program integrity plans and responsibility for overall quality monitoring and
oversight.

Per to 441 Jowa Admmistrative Code 79.9(7):

“a. Except as provided in paragraph 79.9(7)°b,” medical assistance funds are incorrectly paid whenever an individual who
provided the service o the member for which the department paid was at the time service was provided the parent of a minor
child, spouse, or legal representative of the member,

b. Notwithstanding paragraph 79.9(7)e.” medical assistance funds are not incorrectly paid when an individual who serves as a
member’s legal representative provides services to the member under a home- and community-based services waiver
consumer-direcied atiendant care agreement or uader a consumer choices option employment agreement in effect on or afier
December 31, 2013.

For purposes of this paragraph, “legal representaiive” means a person, including an atforney, who is authorized by law to act on

behalf of the medical assisiance program member but does not nclude the spouse of a merber ar the parent or siepparent of a
member aged 17 or vounger.”

+ Self-directed

. Agency-operated

e. Other Staie Policies Concerning Payment for Waiver Services Furnished by Relatives/Legal Guardians. Specify State policies
concerning making payment to relatives/iegal guardians for the provision of waiver services over and above the policies addressed in
fiem C-2-d. Select one:

The State does not make pavment to relatives/legal guardians for furnishing walver services.

#" The State makes payment to relatives/legal guardians undey specific circumsiances and only when the relative/grardian
is gualified to furnish services.

Specify the specific circumstances under which pavment is made, the types of relatives/legal puardians to whom pavment may
be made. and the services for which payment may be made. Specify the controls thaf ate empioved o ensure that pavments are
made only for services rendered. Also, specify in Appendix C-1/C-3 each waiver service jor which puyment may be made 1o
relatives/legal guardians.

A member’s relative or legal guardian may provide services to a member. Payments may be made to any relative who is not
the parent of a minor child, & spouse, or a legal representative of the member. Legal representative means a person. including
an atforney, who 1s authorized by law to act on behaif of the medical assistance program member but does not inciude the
spouse of a member or the parent or stepparent of & member aged 17 or younger. The relative or legal guardian may be an
Individual CDAC provider, a participant under the CCCO program. or an employee hired by a provider agency. There are no
limitations on the types of services provided, however, when the relative or legal guardian 1s the CDAC or CCO provider,

the case manager, health home coordinator, or community-based case manager, and interdisciplinary team determine the need
for and the types of activities provided by the relative or legal guardian, If the relative or legal guardian i an emplovee of a
provider agency, it 15 the responsibility of the provider to assure the relative or legal guardian has the skills needed to provide
the services to the membet.

Whenever a jegal representative acts as a provider of consumer-direcied attendant care, the following shall apply:
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1. The payment rate for the legal representative must be based on the skill level of the legal representative and may not exceed
the median statewide reimbursement rate for the service unless the mgher rafe receives prior approval from the department;

2. The legal representative may not be patd for more than 40 hours of service per week; and

3. A contingency plan must be established in the participant’s service pian to ensure service delivery in the event the legal
representative is unable to provide services due to illness or other unexpecied event. In many siuations, the participant requests
the guardian provide services, as the guardian knows the participant and their needs best. In other circumsiances, there are no
other qualified providers available when the service is needed or a lack of stafl in the area to provide the service.

The rate of pay and the care provided by the legally responsible person is identified and authorized in the member’s service
plan that is authorized and monitored by the member’s case manager. health home coordinator, or community-based case
manager.

DHS TCM. health home coordinators, and community-based case managers are responsibie to monitor service plans and
assure the services authorized in the member's plan are received. In addition, information on paid claims of fee-for-service
members is available in ISIS for review. The ISIS System compares the submitted claim to the services authorized in the
service plan prior 1o payment. The claim wiil not be paid if there is a discrepancy between the amount billed or the rate of pay
authorized in the plan. The state also completes post utilization audits on waiver providers verifying that services rendered
match the service plan and claim process. This applies to individual CDAC providers and provider agencies. MCOs are
reguired to adhere to all staie policies, procedures and regulations regarding pavment to legal guardians, as outlined in this
section.

Per 1o 441 Towa Adminstrative Code 79.9(7)

“a. Except as provided in paragraph 79.9{7)°b,” medical assistance funds are incorrectty paid whenever an individual who
provided the service to the member for which the department paid was at the time service was provided the paremt of @ mibor
child, spouse, or legal represemative of the member.

h. Notwithstanding paragraph 79.9(7)"2," medical assistance funds are not incorrectly paid when an individual who serves as a
member’s legal represeatative provides services to the member under a home- and community-based services waiver
consumer-direcied attendant care agreement or under & consumer choices option employment agreement in effect on or after
December 31, 2013.

For purposes of this paragraph, “legal representative™ means a person, including an attorney, who Is authorized by law to act on
behalf of the medical assistance program member but does not include the spouse of a member or the parent or stepparent of a

member aged 17 or younger.”

Relatives/legal guardians may be paid for providing waiver services whenever the relative/legal gnardian is gualified to
provide services as specified in Appendix C-1/C-3.

Specify the controls that are emploved to ensure that payments are made only for services rendered.

- Other policy,

Specify:

f. Open Enroliment of Providers. Specify the processes that are employed to assure that all willing and gualified providers have the
opportunity to enroll as waiver service providers as provided in 42 CFR §431.51:

Towa Medicaid providers will be responsible for providing services to fee-for-service members. The lowa Medicaid Provider
Services Department markets provider enroliment for Towa Medicaid. Petential providers may access an application on line through
the website or by calling the provider services’” phone number. The IME Provider Services Unit must respond in writing within five
working days once a provider enrollment application is received, and must either accept the enroliment application and approve the
provider as a Medicaid provider or request more information. In addition. watver quality assurance staff and waiver program
managers, as well as county and State scrvice workers, case mangers, health home coordinators, market to qualified providers ic
enroll in Medicaid.

MCOs are responsible for oversight of their provider networks, For the first two years of an MCO contract, the entity must give al]
1915(c) HCBS waiver providers, which are currentty enrolled as Iowa Medicaid providers, the opportunity te be part of its provider
nerwork. During this time period, the MCO may recommend disenroliment of providers not meeting defined performance
measures. The State retains authority for development of the performance standards, and for review and approval of any
disenroliment recommendafions.
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After the 2-vear initial period of the MCO contract, the State ensures that LTSS providers are given the opportunity for continued
participation in the managed care nevworks by regularly monitoring the managed care organization provider network and evaluating
rationales for not having providers in their networks, While the number of providers not contracted with all three managed care
organizations is small. the rationale includes providers not accepting the "floor" raies determined by the State and wanting echanced

rates. The State additionally tracks on provider inquiries and complaints which includes complaints related to network access and
credentialing.

Appendix C: Participant Services

Guality Improvement: Qualified Providers

As a distiner component of the State s quality improvemen sirategy, provide iformaliion in the following fields to derail the Siate 's methods
for discovery and remediation.

a, Methods for Discovery: Qualified Providers

The staie demonstrates that if has designed and implemenied arn adequate svstem for assuring that all waiver services are provided
by gualified providers.

L Sub-Assurances:
a. Sub-Assurance: The State verifies that providers initiclly and continnally meet required ficensure and/or
certification standards and adhere to other standards prior to their furmishing waiver services.

Performance Measures

For each performance measure the Slate will use 1o assess compliance with the sicrulory assurance, complete the
Jollowing. Where possible, Include numerator/denominator.

For each performance measure, provide information on the agoregared data thar will enable the Sigre io analvse gng
(ssess progress foward the periormance measure, In this section provide information on_the method bv which each
source of data is analvzed sigiisticallv/deducitivelv or inductively,_how themes are ideniified or conclusions drawn,
and hov recommendations are formulated, where appropriate.

Performance Measure:

OFP-al The IME will measure the number and percént of Ticensed of certification waiver
provider enrollment applications verified against the appropriate licensing and/or certification
entity. Kamerator = # and percent of waiver providers verified against appropriate licensing

and/or certification entity prior to providing services. Denominator = # of licensed or certified
waiver providers.

Brata Source (Select one):

Other

I{'Other' is selected, specify:

Encounter data, claims data and enreliment information out of ISIS. All MCO HCBS
providers must be enrolied as verified by the IME PS.

Responsible Party for data [Frequency of data Sampling Appreachicheck
coliection/generationfcheck :collection/generationfcheck |each that applies):
each that applies): each that applies):
- State Medicaid Agency | | - Weekly «f 100% Review
T Operating Agency < Mounthly " Less than 100%
Review
.. Sub-5tate Entity T Quarterly " Represemtative Sample
Confidence Interval
&7 Other O Annually T Stratified
Specify: Describe Group:
Contracted Entity :
including MCO
Other
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&

7 Other

Pata Aggregation and Analvsis:

Responsible Party for aata aggregation
and analysis {check each that applies):

Frequency of data ageregation and
analvsis(check each that applies):

Page 42 of 46

wf State Medicaid Agency T Weekdy

T Operating Agency “. Monthly
7" Sub-State Entity | Quarterly
. Other T Annuslly

"~ Continnously and Orgeing

7 Cdther

hitps://wms-mmdl.cms.gov/WMS/faces/protected/3 5/print/PrintSelector jsp

b, Sub-Assurance: The Siate monitors non-licensed/non-certified providers to assure adherence to waiver
requirements.

For each performance measure the State will use to assess compliance with the starutory assurance, complete the
Sfollowing. Where possible, include numeratoridenominator.

For each performance measure. provide information on the aggregaled daia that will enable the State te analvze and
assess progress toward the periormance measure. In this seciion provide information on the method by which each
souree of data is analvzed siatistically/dedguctively or inductivelv. how themes are identified or conclusions drawn,
and how recommendations are formulated, where appropriate.

Performance Measure:

QP-b1: The IME shall determine the number and percent of CDAC providers that met waiver
reguirements prior to direct service delivery. Numerator = # of CDAC providers who met
waiver requirements prior to service delivery; Denominator = # of CDAC enrolied providers.

Prata Source (Select one):
Other

If 'Other’ is selected, specify:
Encounter data, claims data and enrolimenrt information out of ISES. Al MCO HCRS
providers must be enrolled as verified by the IME PS,

Responsible Party for data [ Frequency of data Sampling Approachicheck
coltection/generationfcheck §coliection/generation(check |each that applies):

each that appliesi: each that applies).

~ Weekly + 100% Review

77 State Medicaid Agency

77 Operating Agency o Menthly 7 Less than 100%

Review

" Sub-State Entity T Quarterly . Representative Sample
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Confidence Interval

o Other " Annualiy “* Stratified
Specify:
Contracted Entify

Describe Group:

" Coniinuwously and . Other

Ongoing Specify:
T Other

Specify:

Drata Aggregation and Analysis:

Responsible Party for data aggregation Frequency of data zggregation and
and analbysis (check each thar applies). anabysis(check each that applies):
' State Medicaid Agency T Weekly
" Operating Agency - Monthky
" Sub-State Entity « Quarterky
" Otber T Annuaily
Specify .

" Continuously and Ongoing

. Other
Specify:

¢. Sub-Assurance: The Siate implements its policies and proceduives for verifying that provider training is conducted
in accordance with stuie requirements and the approved waiver.

For each performance measure the State will use to assess compliance with the statutory assurance, complete the
Sfollowing. Where possible. include numerator/denominator.

For each performance measure. provide information on the ageregated datg that will enable the Srate to analvze and
assess proeress loward the performance measure. In this section provide information on the method by which each
source of data is gnalvzed statisticallvideductively or inductively, how themes are identified or conclusions drawn,
and how recommendations are formulated, where appropriate.

Performance Measure:

QP -cl: The IME will measure the total number and percent of providers, specific by waiver,
that meet fraining requirements as outfined in State regulaitons. Numerator = # of reviewed
HCBS providers which did not have a corvective action pian issued related te training;

Denominator = # of HCBS waiver providers that had a certificaiion or periodic quality
assurance review,

Data Scurce {Select one):
Record reviews, off-site
If 'Other’ is selected, specify:
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Provider's evidence of staff training and provider training peolicies. Al certified ard periodic
reviews are condueted on 2 5 vear evele; at the end of the cycle all providers are reviewed.

Responsible Party for data Frequency of data Sampling Approach/check
colleciion/generation(check icoliection/generation(check jeach thal applies):
each that applies). each thal applies):
T State Medicaid Agency | T Weekly o 100% Review
" Operating Agency w* Monthiy |~ Less than 160%
Review
" Sub-State Entity T Quarterly " Representative Sample
Confidence Interval
o Other " Annually 7" Stratified
Specify: Describe Group:
Contracted Entity :
" Continuously and - Other
Ongoing Specify:
- Other
§pecify: )

;i N A ) 8 A b 3
Rty A gregation and AnAalysis:

Responsible Party for data aggregation
and analysis (check each that applies).

Frequency of data aggregation and
apalysis{check each that applies):

Weekly

" Monthly

Operating Agency

"7 Sub-State Entity

T Other
Specify:

o Quarterly

~" Annually

" Continuously and Ongoing

T Other
Specify:

il. If applicable, in the texthox below provide any necessary additional information on the strategies emploved by the State o
discover/identify problems/issues within the waiver program, including frequency and parties responsible.
The IME Provider Services unit is responsible for review of provider licensing, certification, background checks of relevant
providers, and determining compliance with provider service and business requirements prior to initial enroliment and
reenrollment.
All MCO providers must be enrolled as verified by IME Provider Services.

The Home and Community Based Services {(HCBS) guality oversight unit is responsible for reviewing provider records at a
100% level over a three 1o five year cvcle, depending on certification or accreditation. If it is discovered that providers are
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not adbering to provider training requirements. a corrective action plan is implemented. If corrective action attempts do not
correct noncompliance, the provider is sanctioned for noncompliance and eventually disenrolled or terminated if
noncompilance persists.

b. Methods for Remediation/Fixing Individual Problems
i. Describe the State’s method for addressing individual problems as they are discovered. Include information regarding

responsible parties and GENERAL methods for problem correction. In addition, provide information on the methods used by
the State to document these iterns.
If 1t is discovered by Provider Services Unit during the review that the provider is not compliant in one of the enrollment and
reenrollment state or federal provider requirements, the provider is required to correct deficiency prior to enroliment or
reenrollment approval. Until the provider make these coreciions, they are ingligible to provide services fo walver members.
All MCO providers must be enrolled as verified by IME Provider Services, so if the provider is no longer enrciled by the
IME then that provider is ne longer eligible to enroll with an MCO.

If it is discovered during HCRS Quality Oversight Unit review that providers are not adhering 10 provider training
requirements, a corrective action plan is implemented. If corrective action attempts do not correct noncompliance, the
provider is sanctioned for noncompliance and eventually disenrolied or terminated is noncompliance persists.

Gieneral methods for problem correction at a systemic level include informationa] letters, provider trainings, collaboration
with stakeholders and required changes in individual provider policy.
ii. Remediation Data Apgrecation
Remediation-retated Data Aggregafion and Analysis (including trend idenfification)
Frequency of data agsregation and anabysisicheck
each that applies):

Responsible Partvicheck each thar applies):

»F State Medicaid Agency T Weekly

7" Operating Agency " NMonthiy

" Sub-State Entity « Quarterly

& Oiher T Annaally
Specify:

contracted entity and MCO

--Contingously-and-Ongoing

"""" Other
Specify:

i

]

£

¢. Timelines
‘When the State does not have all elements of the Quality Improvement Strategy in place. provide timelines to design methods for
discoverv and remediation related to the assurance of Qualified Providers that are currently non-operational.
& No
. Yes
Please provide a detailed strategy for assuring Qualified Providers, the specific imeline for implementing identified strategies,
and the partics responsibie for its operation.

Appendix C: Participant Services
C-3; Waiver Services Specifications

Section C-3 "Service Specifications' is incorporated mnto Section C-1 'Waiver Services.

Appendix C: Participant Services
C-4: Additional Limits on Amount of Waiver Services

a. Additiora! Limits on Amount of Waiver Services. Indicate whether the waiver employs any of the following additional limits on
the amount of waiver services (select one).

£ Not applicable- The State does notl impose a fimit on the amount of waiver services excepl as provided in Appendix C-3,
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Applicable - The State imposes additional Timits on the amount of waiver services.

When a limit is emploved, specify: {a) the waiver services to which the limit applies; (b} the basis of the limit, including its basis
in historical expenditure/utilization patierns and, as apphcable, the processes and methodologies that are used to determine the
amount of the limit to which a participan{'s services are subject; (¢) how the limit will he adjusted over the course of the waiver
period: (d) provisions for adjusting or making exceptions to the limit based on participant health: and welfare needs or other
faciors specified by the state: () the safeguards that are in effect when the amouvat of the limit is insufficient w meet a
participant's needs; (£} how participants are notified of the amount of the limit. (check each thar apniies)

7" Prospective Individual Budget Amount. These is a limit on the maximum doliar amount of waiver services authorized for

Lamit(s) on Set{s} of Services. There 15 a limit on the maximum dollar amount of waiver services that is authorized for one

or more sets of services offered under the waiver.
Furnish the information specified above.

each specific participart.
Furnish the informatior specified above.

i
i
R
1

" Budget Limits by Level of Support. Based on an assessment process and/or ofber faciors, participants are assigned 1

" (ther Type of Limit. The State emplovs another type of Trmit.

funding levels that are limits on the maximum dellar amount of waiver services.
Furnish the information specified above.

1
£

Describe the limif and furnish the information specified above.

Appendix C: Participant Services

C-5: Home and Communitv-Based Seitings

Explain how residential and non-residential settings in this waiver comply with federal HCB Settings requirements at 42 CFR 441.301(c)(4}
-{3) and associated CMS guidance. Include:

1. Description of the setiings and how they meet federal HCB Settings requirements, al the time of submission and in the futurc.

2. Description of the means by which the state Medicaid agency ascertains that all waiver setiings meet federsl HCB Setting
requirements, at the time of this submission and ongoing.

Note instructions ai Module . Attachmenr %2, HCEB Settings Waiver Transition Plan for description of settings that do not meet requirements
ar the time of submission. Do nor duplicate thai information here.

Detailed information and timelines for the HCRS Settings project are included in Attachment #2 HCB Settings. The Towa Medicaid
Enierprise received initial CMS approval for lowa's statewide HCBS transition plan on August 10, 2016.

https://wms-mmdl.cms.gov/WMS/faces/protected/3 5/print/PrintSelector.jsp 5/15/2018



Appendix D: Waiver Draft 1A .001.04.01 - Oct 01, 2018 Page | of 18

Appendix D Participant-Centered Planning and Service Delivery

B-1: Service Plan Development (1 of 8)

tate Participant-Centered Serviee Plap Title:
individual Service Plan

5. Responsibility for Service Plan Deveiopment. Per 42 CFR §441.301(bX2}, specify who is responsibie for the
dovelopment of the service plan and the gualifications of these individuals (select each thar applies;.
" Regisiered nurse, licensed to practice in the State

" Licensed practical or vocational nurse, acting within the scope of practice under State law
™" Licensed physician (M.D. or D.O)

" Case Manager (gualifications specified in Appendix C-1/C-3)

« Case Manager {gualifications not specified in Appendix C-1/C-3}.

Specify qualifications:

in 2017 the IME transitioned service planning respongibilities for FFS members from DHS Service Workers

to the entity DHS Targeted Cases Management. DSH TCM is an arm of the DHS Mental Health and Disabiliry
Services. DHE TCM 1s CARF certified for case management, DHS targeted case managers (TCM) must be
licensed social workers, The case managers develop service pians for fee-for-service members.

Qualifications include; graduation from an accredited four-year college or university; or the equivalenr of four
vears of fuli-time technical work experience involving direct contact with people in overcoming their social,
scononic, psychological, or health problems; or an equivalent combmation of education and experience
substituting the equivalent of one year of full-time gualifying work. expenience for one vear (thirty semester or
equivalent hours) of the required education to a maximum substitution of four years.

In addition, DHS TCMs may be reguired to have the following specified experience in the foliowing areas if
thev-are S}-\or‘-iﬁnnﬂv workine with.these pnpn]nﬁnnc'

- Developmental disabilities: a minimum of one-year fuli-time {or equivalent part-time) experience in
delivering or coordinating services for persons with developmental disabilities (i.e., severs, chronic mental or
physical impairments). Positions that meet the intellectual disability background noted above will normally
meet this selective area too. Experience In providing services and treatment to autistic children or persons with
epilepsy or cerebral palsy will also qualify.

- Intellectual disability: a minimum of one year of full-time (or equivalent pari-time) experience in delivering or
coordinating services for persons with significantly sub-average general intellectual functioning existing
concurrently with deficits in adaptive behavior manifested during the developmental period.

MCO
MCO community-based case managers develop service plans for members receiving HCBS waiver
services. MCOs community-based case managers are required to meet all of the qualifications, requirements,
and be accredited as specified in 441 Jowa Administrative Code Chapter 24 regarding the accreditation of
providers of services to persons with mental illness, intellectual disability; and developmental disabilities.

i Social Worker

Specify gqualifications.

H

« Other
Specify the individuals and their qualifications:
Integrated Health Homes, throegh their Care Coordinators, are responsible for service planning functions for
those members enrolled with an IHH. IHH care coordinators must meet the requirements as outlined in the

approved Health Flome SPA Attachment H, SPMIL: The Care Coordinator must be a BSW with an active
license, or BS/BA in the related field.
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Appendiy D: Participant-Centered Planning and Service Delivery

B-1: Service Plag Development (2 of §)

b, Service Plan Development Safeguards. Select one:

‘& Eptities and/or individuals that have responsibility for service plan development may not provide
other direct waiver services to the participant.

_ Endities and/or individuals that have responsibility for service plan development may provide other
direct waiver services to the participant.

The State has established the foliowing safeguards to ensure that service plan development is conducted in the
best interests of the participant. Specify.

Appendix D Participant-Centered Planping and Service Delivery
D-1: Service Plan Development (3 of §)

¢. Supporiing the Participant in Service Plan Development. Specify: (a) the supports and information that are made
available to the participant {(and/or family or legal representative, as appropriate) to direct and be actively engaged in
the service plan development process and (b) the participant's authority to determine who 1s included in the process.

Information related to waiver services and general! waiver descriptions are imitially made available following receipt
of a waiver application. Service plans are then developed with the member and an interdisciplinary team, regardless
of deliverv system. Teams often consist of the member and, if appropriate, their representative; case managet, health
home coordinator, or community-based case manager; service providers; and other supporting persons selecied by
the member. During service pian development, the member and/or thelr representative is strongly encowraged to
engage in an informed choice of services, and is offered a choice of institutional or HCBS. Planning is fimely,
ocours when convenlent for the member, and is intended to refiect the member’s cultural considerations. If the

member chooses to self~direct services. an Independent Support Broker is provided to assist with budgeting and
employer functions. The IME Member Services Unit remains available at all times, during normal business hours,
to answer questions and offer support to all Medicald members, Further, the Member Services Unit distributes a
quarierty newsletter in effort to continnally edocate waiver members abowt services and supports that are available
but may not have been identified during the service plan development process.

The IME MSU remains available to answer questions and offer support. Further, the MSU distributes a quarterly
newsletter i effort to continually educaie participants about services and supports that are available but may not
have been identified during the service plan development process.

The interRAI Standardized Assessment Tool or other department designated standardized assessment tool is
completed prior to the initiation of services and yearly thereafter for fee-for-service (FFS) and MCO members.

The fee~for-service person-ceniered planning processes must:

- Include people chosen by the member;

- Include the use of team of professionals and non-professionals with adequate kmowledge, training and expertise
surrounding community living and person-centered service delivery;

- Allow the member to choose which team member shall serve as the lead and the member’s main point of contact;
- Promote self-determination principles and actively engages the member;

- Provide necessary information and sapport to ensure that the member directs the process to the maximum extent
possible, and is enabled to make informed choices and decisions:

- Be timely and occur at times and locations of convenience to the member;

- Reflect cultural considerations of the member and provide information in plain language and in a manner that ts
accessible fo individuals with disabilifies and persons who are Iimited English proficient, consistent with 42 CFR
435.905(b);

- Include sirategies for solving conflict or disagreement within the process, including clear conflict-of-interest
guidelines for all planming participants;
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- Offer informed choices to the member regarding the services and supports they receive and from whorm;
- Include 2 methed for the member fo request updates to the plan as needed; and
- Record the alternative home and community-based settings that were considered by the member.

MCOs are contractually required to provide supports and information that encourage members fo direct, and be
actively engaged in, the service pian development process. and to ensure that members have the authority to
determine who is included m the process. Specifically, MCO person-centered planning processes must:

- Include people chosen by the member;

- Include the use of team of professionals and non-professionals with adequate knowledge, training and expertise
surrounding community living and person-centered service defivery;

- Aliow the member to choose which tearn member shall serve as the lead and the member’s main point of contact;
- Promote self-determination principles and actively engages the member;

- Provide necessary information and support to ensure that the individual directs the process to the maximuin extent
possible, and is enabled to make informed choices and decisions;

- Be timely and occur at times and locations of convenience to the member;

- Reflect cultural considerations of the individual and provide information in plain language and in a manmer that is
accessible to individuals with disabilities and persons who are limited English proficient, consistent with 42 CFR
435.905(b);

- Inclnde strategies for solving conflict or disagreement within the process, including clear confhict-of-nterest
guidelines for alt planming participants;

- Offer informed choices to the member regarding the services and supports they recetve and from whom;

- Include a method for the member io request updates to the plan 2s needed: and

- Record the alternative home and community-based setiings that were considered by the member,

Appendiy D Participant-Centered Planning and Service Delivery

D-1: Service Plan Development (4 of 8)

d. Service Plar Development Process. In four pages or less, describe the process that is used to develop the participant-

weptaredwervive pran; including (2 whodevelops the plam-who participates-in-the-process,and-the-timing-of the
plan; (b) the types of assessmnents that are conducted to support the service plan development process, including
securing information about participant needs, preferences and goals, and health status; (¢} how the participant 1s
informed of the services that are available under the waiver; {d) how the plan development process ensures that the
service plan addresses participant goals, needs (including health care needs), and preferences; (e) how waiver and
other services are coordinated: {f} how the plan development process provides for the assignment of responsibilities to
implement and monitor the plan; and, (g} how and when the plap ts updated, including when the participant's needs
change. State laws, regulations, and policies cited that affect the service plan development process are available to
CMS upon request through the Medicaid agency or the operating agency (if appiicable):

For fee-for-service members service plans are developed by the member; case manager or health home coordinator;
and an interdisciplinary team. Planning meetings are scheduled at times and locations convenient for the individual.
The service plan must be completed prior to services being delivered and annually thereafier, or whenever there is a
significant change In the member’s situation or condition. The case manager or bealth home coordinator receives
the assessment and ievel of care determination from medical services. A summary of the assessment becomes patt
of the service plan. The case manager or health home coordinator uses information gathered from the assessment and
then works with the member to identify individual and family strengths, needs, capacities, preferences and desired
outcomes and health status and rigk factors. This 1s used to identify the scope of services needed.

Note; The assessments are identified in Appendix B-6-e.

The case manager or health home coordinator informs the member of all available non-Medicaid and Medicaid
services including waiver services. There are waiver informational brochures available fo share with members and
their parents/guardians. Brochures are available at each of the DHS county offices. Information is also available on
the IME website. The brochures include information on eligibility, service descriptions, and the application
process. Once @ member begins the enrollment process and has a case manager, health home coordinator, or
community-based case manager assigned, a more detailed review of services and providers that are available in the
area occurs as part of the planning process for developing a member’s plan of care.

The case manager or heakth home coordinator will also discuss with the member the self-direction option and give
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the member the option of self-directing services available, The member and the meerdisciplinary team choose
services and supports that meet the member’s needs and prefsrences, which become part of the service plan. Service
plans must:

- Reflect that the setting in which the individual resides is chosen by the member;

- Reflect the member’s strengths and preferences;

- Raflect the clinical and support needs as identified through the needs assessment;

- Include individually identified goals and desired outcomes whick are observable and measurable;

- Include the interventions and supports needed to meet member’s goals and meremental action sieps as appropriare;
- Reflect the services and supports, both paid and unpaid, that will assist the member to achieve 1dentified goals, the
frequency of services and the providers of these services and supports, including natural supports;

- Include the names of providers responsible for carrving out the interventions or supports including who 1s
responsible for implementing each goal on the plan and the timeframes for sach service;

- Include the identified activities to encourage tiie member to make choices, to experience a sense of achievement,
and to modify or continue participation in the service plan;

- Include a description of any restrictions on the member’s rights, inciuding the need for the resiriction and a plan 1o
restore the rights (for this purpose, rights include mainienance of personal finds and self-adminiswration of
medications};

- Reflect risk factors and measures in place to minimize them, ncluding mdividualized back-up plans and strategies
when needed;

- Include a plan for emergencies;

- Be understandable to the member receiving services and supports, and the muwzduais important in supporting him
or her:

- Identity the mdividual and/or entity responsibie for monitoring the plan;

- Be finalized and agreed to, with the informed consent of the member in writing, and signed by all individuals and
providers responsibie for its implementation;

- Be distributed to the member and other people involved m the plan;

- Indicate if the member has elected to self-direct services and, as applicable, which services the member elects to
self-direct; and

- Prevent the provision of unnecessary or inappropriate services and supports.

implementation of the service P g f & participant chooses S 10 self-
direct, the participant, with the help of a DHS case manager identifies who will be providing Independent Support
Broker Services.

MCO MEMBERS

For MCO members, service plans are developed through a person-centered planning process led by the member,
with MCO participation, and representatives included in a participatory role as needed and/or defined by the
member. Planning meetings are scheduled at times and locations convenient for the individual. A team is
established to identify services based on the member’s needs and desires, as well as availability and appropriateness
of services. The feam is also responsible for identifying an emergency backup support and crisis response system to
address problems or issues arising when support services are interrupted or delayed, or when the member’s needs
change. Service plans are completed prior to services being delivered, and are reevaluated at Jeast annually,
whenever there-is a significant change in the member’s sitmation or condition, or at a member’s request,

In accordance with 42 CFR 441.301 and 441 lowa Administrative Code Chapters 90.5(1)b and 83, MCOs must
ensure the service plan reflects the services and supports that are important for the member to meet the needs
identified through the needs assessment, as well as what 1s important fo the member with regard to preferences for
the delivery of such services and supports. The service plan must reflect the member’s needs aud preferences and
how those needs will be met by a combination of covered services and available community supports. The service
planning process must address the full array of medical and non-medical services and supports provided by the MCO
and available in the community to ensure the maximum degree of integration and the best possible health outcomes
and participant satisfaction.

Services plans must:
- Reflect that the setiing in which the individual resides ts chosen by the member;

- Reflect the member’s strengths and preferences:
- Reflect the clinical and support needs as identified through the needs assessment;
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- Include individually identified goals and desired outcomes which are observabie and measurable;

- Inciude the interventions and supports needed to meet member’s goals and incremental action steps as appropriate;
- Reflect the services and supports, both paid and unpaid, that will assist the individual to achieve identified goals,
the frequency of services and the providers of those services and supports, including natural supports;

- Include the names of providers responsible for carrving out the interventions or supports inctuding who is
responsible for implementing each goal on the plan and the timeframes for each service;

- Include the identified activities to encourage the member to make choices, fo experience a sense of achievement,
and to modify or continue participation in the service plan;

- Include a description of any restrictions on the member’s rights, including the need for the restniction and a plan o
restore the rights (for this purpose, rights include maintenance of personal funds and setf-adminisrration of
medications);

- Reflect risk factors and measures in place to minimize them, including individualized back-up plans and strategies
when needed;

- Include a plav for emergencies:

- Be understandable to the member receiving services and supports, and the individuals important in supporting him
or her;

- Identify the individual and/or entity responsible for moniioring the plan;

- Be finalized and agreed to, with the informed consent of the member in writing, and signed by all individuals and
providers responsible for its implernentation;

- Be distributed to the member and other people involved in the pian;

- Indicate if the member has elecied to self-direct services and, as applicable, which services the member elects to
self-direct; and

- Prevent the provision of unnecessary or inappropriate services and supports.

MCO members have appeal rights, including access to a State Fair Hearing atter exhausting the MCC appeal
process. Members can continue services while an appeal decision is pending, when the conditions of 42 CFR
438.42¢ are met. MCOs are contractually required fo implement & comprehensive strategy to ensure a seamless
transition of services during program implementation. Further, MCOs are required to develop and maintain, subject
te DHS approval, a strategy and timeline within which all waiver members will receive an in-person visit from
appropriate MCQ staff and an updated needs assessment and service plan. Services may not be reduced, modified or

terminated i the absenice of af tf-to-date assessment of tiesds thar supports the reduction; mivdifreation or
termination. Changes to these must receive DHS prior approval.

Appendix D Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (5 of 8)

e. Risk Assessment and Mitigation. Specify how potential risks to the participant are assessed during the service plan
development process and how strategies to mitigate risk are incorporated into the service plan, subject to participant
needs and preferences. In addition, describe how the service plan development process addresses backup plans and
the arrangements that are used for backup.

During the evaluation/reevaluation of level of care, risks are assessed for FFS members by a case manager or
integrated health home care coordinator, and for MCO members by their respective MCO, using the assessment
tools designated in B-6e. The assessment becomes part of the service plan and any risks are addressed as part of the
service plan development process. The comprebensive service plan must identify an emergency backup support and
crisis response sysiem to address problems or issues arising when support services are interrupted or delayed or the
member’s needs change. In addition, providers of applicable services shali provide for emergency backup staff. All
service plans must include a plan for emergencies and identification of the supports available to the participant in an
emergency.

Emergencies are those situations for which no approved individuat program plan exists and which, if not addressed,
may result in Injury or harm to the participant or other persons or significant amounts of property damage. The
service plan must identify an emergency backup support and crisis response sysiem to address problems or issues
arising when support services are interrupted or delayed or the member’s needs change. In addition providers of
applicable services shall provide for emergency backup staff.

Emergency plans are developed on the following basis:
- Providers must provide for emergency, back-up staff in applicable services.
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- Interdisciplinary teams must identify in the service plan, as appropriate for the individual member health and safety
1ssues based on information gathered prior to the team meeting, including a risk assessment. This information is
imcorporated into the service plan.

- The team identifies an emergency backup support and crisis response systein fo address probiems or 1ssues arising
when support services are interrupted or delayved, or the member’s needs change.

Personal Emergency Response and Portable Locator Services are available under the waiver and it is encouraged
that this service be used as part of emergency backup pian when a scheduled support worker does not appear. Other
providers may be listed on the service plan as source of back up as well. All participants choosing the self-direction
option will sign an individual risk agreement that permits the participant to acknowledge and accept certain
responsibilities for addressing risks.

The IME has developed a computer program named the Individualized Services Information System (ISIS) to
support ICBS programs. For fee-for-service members, this system assists the Medicaid Agency and the case
manage and health home coordmmator with tracking information, and monitoring and approving the service plan.
Thorough 1818, case manager or health home coordinator authorizes service and service payments on behalf of the
member. There are certain points in ISIS process that require contacting the designated DHS central office
personnel. The case manager and bealth home coordinaior are responsible for the deveiopment the service pian and
the service plan 1s authorized through 1315, which is the Medicaid Agency. (Refer to appendix A and B for ISIS
gystem processes, )

MCOs have processes to ensure the necegsary risk assessments and mitigation plans are completed and made
available to all parties.

Appendix D' Participant-Centered Planning and Service Delivery
B-1: Service Plan Development (6 of §)

f. Informed Choice of Providers. Describe how participanis are assisted in obtaining information about and selecting
from among qualified providers of the waiver services in the service plan.

While information about qualified and accessible providers is avaitable to members through the IME website, MCO
website, and/or MCO member services call center, the case manager, health home coordinator, community-based
case manager first identifies providers to the member and their interdisciplinary team during the person-centered
service planning process. Members are encouraged to meet with the available providers before making a

selection. Members are not restricted to choosing providers within their community. Information about qualified
and accessible providers is also available to members through their case manager, health home coordinator,
conmmunity-based case manager. IME website, and/or MCQ website. If an MCO is unable to provide services to a
particular member using contract providers, the MCO is required o adequately and timely cover these services for
that member using non-contract providers, for as long as the MCO’s provider network is unable to provide them.

The MCOs are responsible for authorizing services for out-of-network care when they do not have an in-network
provider available within the contractually required time, distance and appointment availability standards. The
MCO is responsible for assisting the member in locating an out-of-petwork provider, anthorizing the service and
assisting the member in accessing the service The MCO will also assist with assuring continuity of care when an in-
network provider becomes available. To ensure robust provider networks for members to choose from, MCOs are
not permitted to close provider networks until adequacy is fully demonstrated to, and approved by, the State. Further,
members will be permitted to change MCOs to the extent their provider does not ultimately contract with their
MCO. Finally, MCOs are required to submit to the State on a regular basis provider network reports including, but
not limited 10 network gec-access reports, 24- hour availability audit reports, provider-credentialing reports,
subcontractor compliance summary reports, and provider helpline performance reports.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (7 of 8}

g. Process for Making Service Plan Subject to the Approval of the Medicaid Agency. Describe the process by which
the service pian is made subject to the approval of the Medicaid agency in accordance with 42 CFR §441.301(b)(1)(ix:
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DHS has developed a computer program named the Individualized Services Information System (ISIS) to support
HCBS programs. This sysiem assists DHS with tracking information, monitoring, and approving service plans for
fee-for-service members. (Refer to appendix A and H for ISIS system processes.) On a monthiy basis, the IME
MBSU conducts service plan reviews. The selection size for the waiver has a 95% confidence level. This info is
reported fo CMS as part of lowa’s performance measures. The State retains oversight of the MCO service plan
process through a variety of monitoring and oversight strategies as described in Appendix D — Qualify Improvement:
Service Plan section. ISIS wili only be utilized for fee-for-service members and quality data for managed care
participants will be provided by the MCOs.

Appendix D Participant-Centered Planning and Service Delivery

D-1: Service Plan Development (8 of §)

h. Service Plan Review and Update. The service plan is subject to at least annual periodic review and update to assess
the appropriateness and adequacy of the services as participant needs change. Specify the minimum schedule for the
review and update of the service plamn:

Every three months or more frequently when necessary
. Every six months or more frequently when necessary
‘® Lvery twelve months or more frequentiy when necessary

Other schedule
Specify the other schedule:

L. Maintenance of Service Plan Forms. Writien copies or electronic facsimiles of service plans are maintained for a
minimum period of 3 years as required by 45 CFR §92.42, Service plans are maintained by the following (check each
that applies):

« Medicaid agency

7' Gycl‘ﬂﬁ'ﬂg 2Eency
T Case manager
W Other
Specify:
Case managers or health home coordinaiors maintain fee-for-service member service plans. MCO community-
based case managers maintain MCO member service plans.

Appendix I Participant-Centered Planning and Service Delivery

D-2: Service Plan Implementation and Monitoring

a. Service Plan Implementation and Monitoring. Specify: (a) the entity (entities) responsible for monitoring the
implementation of the service plan and participant health and welfare; (b) the monitoring and follow-up method(s)
that are used; and, (c) the frequency with which monitoring is performed.

FFS

The case managers are responsible for monitoring the implementation of the service plan and the health and welfare
of fee-for-service members, inciuding:

- Monitoring service utilization.

- Making at least one contact per month with the member, the member’s legal representative, the member’s family,
service providers, or another person, as necessary to develop or monitor the treatment plan.

- Make a face-to-face contact with the member at least once every three months.

- Participating in the development and approval of the service plan in coordination with the interdisciplinary team at
least annually or as needs change. If services have not been meeting member needs, the plan is changed {o meet
those needs. The effectiveness of the emergency backup pian is also addressed as the service plan is developed.

The member 1s encouraged during the time of the service plan development to call the case manager or health home
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coordimator, if there are anv problems with either Medicaid or non-Medicaid services, The case manager will then
follow up to solve any problems. Monitoring service utilization includes verifying that:

- The member used the watver service at least once a calendar guarier.

- The services were provided in accordance with the plan.

- The member is receiving the evel of service needed.

The ISIS system is alse used fo assist with tracking nformatior, monitoring services, and assuring services were
provided to fee-for-service members. [f the member is not receiving services according to the plan or not receiving
the services needed, the member and other interdisciplinary team members and providers are contacted
immediately.

The IICBS specialists (of the HCBS QA Unit) monitor the how member health and welfare is safeguarded, the
degree of service plan implementation; and the degres of interdiscipinary team involvement of the case manager, or
health home coordinator during the HCBS Quality Assurance review. Members are asked about their choice of
provider, whether or not the services are meeting their needs. whether staff and care coordinators are respecting their
choice and dignity, if they are satisfied with their services and providers, or whether they feel safe where they
recelve services and live.

HCBS specialists also review the effectiveness of emergency back-up and crisis plans, These components are
moniiored through quality oversight reviews of providers, member satisfaction surveys, complaint investigarion, and
critical incident report follow-up. Al providers are reviewed at least once over a five-year cvele and members are
survaved at a 93% confidence level. Information about monitoring results are compiled by the HCBS Quality
Assurance and Technical Assistance Unit on a quarterly basis. This information is used io make recommendations
for improvements and raiming.

The IME MSU alse conducts quality assurance reviews of member service plans at a 93% confidence level. These
reviews focus on the plan development, implementation, monitoring, and documentation that 1s completed by the
case manager, CBCM, or health home coordinator. All service plans reviewed are assessed for member
participation, whether the miember needs are accurately identified and addressed, the effectiveness of risk
assessments and crisis plans, member access to waiver and non-waiver services, as well as coordination across
providers 1o best serve the member’s needs, Information about monitoring results are compiled by the IME MSU on

a guarterly basis. This information is used to make recommendations for improvements and fraining.

MCO

MCOs are responsible for monitoring the implementation of the service plan, mcluding access io watver and non-
waiver services, the guality of service delivery, and the health, safety and welfare of members and choice of service
providers. After the initiation of services identified in a member’s service plan, MCOs monitor the provision of
services, to confirm services have been mitiated and are being provided on an ongoing basis as authorized in the
service plan. At minimum, the care coordinator must contact members within five business days of scheduled
initiation of services to confirm that services are being provided and that member’s needs are being met. Ata
minimum, the community-based case manager shall contact 1915{c) HCBS waiver members at least monthly either
in person or by telephone with an interval of at least fourtesn (14) calendar days between contacts. Members shall be
visited in their residence face-to-face by their care coordinator at least quarterly with an mterval of at least sixty (60)
days between visits.

MCOs alse identify and address service gaps and ensure that back-up plans are being implemented and are
functioning effectively 1f problems are identified, MCOs compliete a self-assessment to determine what additional
supports, if ary, could be made available 1o assist the member. MCOs must develop methods for prompt follow-up
and remediation of identified problems; policies and procedures regarding required timeframes for follow-up and
remediation must be submitted to DHS for review and approval. Finally, any changes to 2 member’s risk are
identified through an update to the member's risk agreement. MCOs must report on monitoring results to the State.

In the event of non-compliance with service plan timelines, the MCO must: (1) immediately remediate all individual
findings identified through its monitoring process; (ii) track and frend such findings and remediation to identify
systemic issues of marginal performance and/or non-compliance; (iil) implement strategies 10 improve community-
based case management processes and resolve areas of non-compliance or member dissatisfaction; and (1v) measure
the success of such sirafegies in addressing identified issues.

If the MCO fails to d.evélop a plan of care for HCBS waiver enrollees within the timeframe mutually agreed upon
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befween the MCO and the Agency in the course of Contract negotiations the MCO will be assessed 2 noncompliance
fee of $315 per occurrence.

b. Monritoring Safeguards, Selec! one.

‘® Entities and/or individuals that have responsibility to menitor service plan implementation and
participant health and welfare may not provide other direct waiver services to the participant.

Ertities and/or individuals that have responsibilify to monifor service plan implementation and
participant kealth and welfare may provide other direct waiver services io the participant,

The State has established the following safeguards to ensure that monttoring is conducied in the best interests of
the participant. Specify:

Appendix D: Participant-Centered Planning and Service Delivery
Quality Improvement: Service Plan

As g distinct component of the Siaie’s quality improvement strategy, provide information in the following fields 1o deiail the
Staie s methods for discovery and remediation.

a. Methods for Discovery: Service Plan Assurance/Sub-assurances

The state demonstraies it has designed and implemenied an effeciive spstem for reviewing the adegnacy of service
plans for waiver participanis.

i. Sub-Assurances:

a. Sub-assurqnce: Service plans address ¢ll participants’ assessed needs (including health und sufety
risk fuctors) and personal goals, either by the provision of waiver services or through other means.

Périorimance Migasures

For each performance measure the State will use o assess complionce with the statuiory assurance {or
sub-assurance), complete the following. Where possible, include mumerator/denominator.

For each performance measyre_provide information on the gogrecated data that will enable the State
{0 analvze and assess progress toward the performance measwre. In This section provide information
on the method by which each source of data is analvzed statisticalhydeductively or inductively, how
themes are identified or conclusions drawn. and how recommendations are formulated where
appropriate.

Performance Measure:

SP-a: The IMFE shall measure the number and percent of service plans that
accurately reflect the member's assessed needs. The assessed needs must include,
at a minimum, personal goals, health risks, and safety risks. Numerator = # of
service plans that address all member assessed needs including health and safety
risks, and persona! goals. Denominator = # of reviewed service plans,

Data Source (Select one}):

Eecord reviews, off-site

If 'Other’ is selected, specify:

person-centered plans and the results of the department approved assessment

Responsible Party for | Freguency of data Sampling Approach
data collection/generation (check each thar applies);
collection/generation {check each that applies):

{check each that applies).

. Weekly T 100% Review
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< State Medicaid
Agency
7" Operating Agency | [ Monthly W Less thap 100%
Review
- Sub-Staie Entity | Quarierly « Representative
Sampie
Confidence
Interval =
5%
~¢ Other — Anpualiy T Stratified
Specify: . Describe
Contracted Entity Group:
inciuding MCO :
" Contimuously and " Other
Ongoing Specify: ]
. Other
Specify: .
Drata Aggregation and Analysis:
Responsible Party for data Frequency of data aggregation and

aggregation and analysis (check each | analysis(check each that applies):
that applies):

7 State Medicaid Ageney . Weekly

" Operating Agency . Monthly
- Sub-State Entity « Quarterly
"~ Oter " Aunually

Specify:

— Continuously and Ongoing

b. Swb-assurance: The Stute monitors service plan development in accordance with its policies and
procedures.

Performance Measures
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For each performance measure the State will use fo assess compliance with the statuory assurance (or
Sub-assurance), complete the following. Where possible, include numerator/denominaior.

For each performance measure. provide information on the agoregated data that will enabie the State
io analyze and assess progress toward the performance measure. In this section provide information
on the methad by which each source of data is analvzed siqtisticallv/deductively or inductivelv, how
themes are identified or conclusions drawn._and how recommendations are formulaied where
approprigie.

¢. Sub-gssurance: Service pians are updaied/revised ai least annitally or when warranied by changes
in the waiver participant’s needs.

Performance Measures

For each performance measure the State will use 1o assess compliavice with the statuiory assurance (or
sub-assurance), complere the following. Where possible, include numerator/denominaior.

For each performance megsure, provide informarion on the aseregated darg that will enable the Siaie
fo analvze and assess proeress toward the performance measure. in this section provide irnformation
on the method by which each sowrce of data is analyvzed staristicallv/deductivelv or induciivelv_how
themes are identified or conclusions drawn. and how recommendations are formulated where
appropridre.

Performance Measure:

SP-¢2: The IME will measure the number and percent of service plans which are
apdated on or before the member's annual due date. Numerator = # of service
pians updated prior fo due date; Denominator = # of service plans reviewed.

Data Souwrce (Select one):

Record reviews, off-site
If 'Other' is selected, specify:
person-centered plans and the results of the department approved assessment

Responsible Party for | Frequency of data Sampling Approach
data coliection/generation (check each thar applies):
collection/generation (check each that applies):

(check each that applies):

"7 Staie Medicaid T Weekly T 108% Review
Agency

" Operating Agency | o Monthly «¢ Less than 160%

Review
" Sub-State Entity . Quarterly ~ Representative
' Sample
Confidence
Interval =
5%

o Other I Amnually T Stratified
Specify: ' Describe
Medicaid contracted Group;
entity inclading
MCO

Continuoushy and .. Other
Ongoing Specify:
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© Other !
Specify: |
P §
|
|
Drata Aggregation and Analysis:
Responsible Party for data Freguency of data aggregation and
aggregation and amalysis (check each | analysis(check each that applies):
that applies):
o State Medicaid Agency T Weekly
- Operating Agency " Monthly
" Sub-State Entity . Cruarterty
T Other 0 Anmualiy
Specify: ...

7 Contipuously and Ongeing

Performance Measure:

SP-ct: The IME wilt measure the pumber and percent of service plans which
were revised when warranted by a change in the member’s needs. Numerator = #
of service plaus updated or revised when warranted by changes fo the member’s
needs. Denominator = # of reviewed service plaps.

Data Souree (Select one):

Reecord reviews, off-site

If*Other' is selected, specify:

person-centered plans and the results of the depariment approved assessment

Responsible Party for | Freguency of data Sampling Approach
data collection/generation {check each that applies).
collection/generation (check each that applies}:
(check each that applies):
. State Medicaid T Weekly T 100% Review
Agency
7 Operating Agenev | o+ Monthly i Less than 100%
Review
" Sub-State Entity ™ Quarterly « Representative
Sample
Confidence
interval =
5%
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«f Other " Annually _ Stratified
Specify: Describe
Contracted Entity Group:
including MCO

" Continusously and . Other
Cngoing

” Otper
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
agoregation and analysis (check each : analysisicheck each that applies).
that applies):

« State Medicaid Agency T Weekly
__ Operating Agency " Monthly
7 Sub-Staie Entity ‘& Quarterly
© Other . Annually
SPECIE!

" Continuously and Ongoing

Other
Specify:

d. Sub-assurance: Services are delivered in accordance with the service plan, including tire type, scope,
amount, duration and frequency specified in the service plan.

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurancej, complete the following. Where possible, include numeraior/denominaior.

For each performance measure, provide information on the ageresated data that will enable the Siate
to analvze and assess progress loward the performance measure. In this section provide information
on the method by which each source of dala is anahzed statisticalivideductively or inductively, how
themes are identified or conclusions drawn, and how recommendaiions are formulated where
appropriare.

Performance Measure:
SP-d1: The IME will measure the # and percent of members' service plans that
identify all the following eiements: * amount, duration, and funding sources of ali
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services * all services authorized in the service plap were provided as verified by
supporting documentation. Numerator: # members receiving services authorized

Appendix D Warver Draft 1A.001.04.01 - Oct 01, 2018

in their service plan; Deneminator = £ of service plans reviewed.

Dratz Source {Select ong):
Record reviews, off-site
1f'Other’ 1s selected, specify:

Service plans are reguested from the case mapagers, with service provision
documentation requested from providers

Page 14 of 1§

Responsibie Party for | Freguency of data Sampling Approach
data collection/generation {check each that applies).
coliection/generation (check each that applies).

(check each that applies):

" State Medicaid | Weekly T 100% Review

Agency

" Operating Agency | 4 Monthly ~ Legs than 100%
Review

" Sub-State Entity 7 Quarterly ~ Representative
Sample

Confidence

Interval =

5%

W Other " Annpually " Stratified
Specify: Describe
Contracied Enfity Group:
nciuding MCO

7 Continuously and " Other
Ongoing Specify
. Other
SPeCHy: o

Data Aggregation and Analysis:

Regponsible Party for data
ageregation and apalysis (check each
that applies):

Frequency of data aggregation and
analysis(check each that applies):

« State Medicaid Agency

T Weekdy

- Operating Agency

" Monthiy

7" Sub-State Entity

o Quarterly

" (ther
Specify:

"7 Annually

https://wms-mmdi.cms.gov/WMS/faces/protected/35/print/PrintSelector.jsp

5/15/2018



Appendix D Waiver Draft [AQ01.04.01 - Oct 01, 2018 Page 15 of 18

Respounsible Party for data Freguency of data aggregation and
aggregation and analysis (check each | amalvsis(check each that applies):
that applies):

~ Continuously and Gngoing

Other

e. Sub-assurance: Porticiparnis are afforded choice: Between/among waiver services end providers.

Performance Measures

For each performance measure the State will use 1o assess compliance with the siaturory assurance for
sub-assurance). complete the following. Where possible, include numerator/denominator.

For each performance megsure,_ provide information on the geerecated data that will enable the State
10 analvze and assess progoress loward the performance measure. In this section provide imformation
on the method by which each sowurce of data iv anahvzed staristically/deductively or inductivelv, how
themes are identified or conclusions drawn. and how recommendations are formulaied where
approprigie.

Performance Measure:

SP-el: The IME will measure the number and percentage of members from ihe

HCBS IPES who responded that they bad a choice of services. Numerator = # of
- IPES respondents who stated that they were a part of planning their services;

Depominator = # of IPES respondents that answered the question asking if they

were a part of planning their services.

Data Seurce {Select one):

Analyzed collected data (including surveys, focns group, interviews, etc)
If 'Other' is selected, specify:

FS HCBS UNIT QA survey d¢ata and MCO IPES databases

Responsible Party for | Freguency of data Sampling Approach
data collection/generation {check each that applies):
collection/generation fcheck each that applies). |
(check each that applies):
77 State Medicaid 77 Weekly I 100% Review
Agency
77 Operating Agency | </ Monthly +/: Less than 100%
Review
. Sub-State Entity ¢ Quarterly « Representative
Sample
Confidence
Interval =
5%
wf Other " Anpually " Stratified
Specify: Describe
Confracied Entity Group:
mcinding MCO
i Other
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" Continuously and Specify: i ‘
Ongoing 7

L Other
Specify:

Drata Aggregation and Analysis:

Responsible Party for data Freqguency of data aggregation and
ageregation and analysis (check each | analysis(check each that applies):
that applies):
 Staie Medicaid Agency " Weekly
" Operating Agency % Monthly
" Sub-State Entity « Quarterly
" Otber - Annually
Specify: ...
" Continuouslty and Onrgoing
" Other
Specify:

Performance Measure:

SP-e2: The IME will measure the number and percentage of service plans irom
the HCBS QA survey review that indicated the member had a choice of providers.
Numerator: The total number of service plans reviewed which demonstrate
ehoice of HCRS service providers; Depominator: The total rumber of service
plans reviewed. '

Drata Source (Select one):

Record reviews, off-site

1f'Other’ is selected, specify:

FFS QA review of service plan stored in OnBase. MCO review services plans
available through their system.

Responsible Party for | Frequency of data Sampling Approach
data coliection/generation fcheck each that applies):
collection/generation (check each thar applies):
{check each that applies):
_ State Medicaid I Weekly - 106% Review
Agency
””””” - Operating Agency | F Monthly < Less than 160%
Review
~ Sub-State Entity T Quarterly «w Representative
Sample
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Confidence
Interval =
5%
« Other " Annually " Stratified

Specify: Describe

Contracted Entity Group:

meluding MCG

| Continuously and . Other
Ongoing Specify: ...

"“"” Other

Data Acgeregation and Analvsis:

Respounsible Party for data . Frequency of data aggregation and
aggregation and analbysis (check each |analysisicheck each thar applies):
thar applies):

7 State Medicaid Agency T Weekly
" Operating Agency " Monthly
"~ Sub-State Entity W iiaFterly
T Other Annually
CSpecify: |

. Continuousty and Ongoing

. Other
Specify:

ii. If appHcable, in the textbox below provide any necessary additional information on the strategies employed by
the State te discover/identify problems/issnes within the waiver program, mchiding frequency and parties
responsible.

The Medical Services Unir uiilizes criteria to grade each reviewed service plan component. If it is determined
that the service plan does not meet the standards for component(s), the case manager is notified of deficiency
and expectations for remediation. MCQOs are responsible for oversite of service plans for their members.

The HCBS Quality Oversight Unit has identified questions and answers that demand additional attention.
These questions are considered urgent in nature and are flagged for follow-up. Based on the responses to
these flagged questions, the HCBS interviewer performs education to the member at the time of the interview
and requests additional information and remediation from the case manager.
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General methods for problem correction al 2 systemic level include informarional Jetters, provider training,
coliaboration with stakeholders and changes in poticy.

b. Methods for Remediation/Fixing Individual Problems
i. Drescribe the State’s method for addressing individual problems as they are discovered. Include mformation

i

regarding responsible parties and GENERAL methods for problem correction. In addition, provide
information on the methods used by the State t¢ document these ltems.

The Medical Services Unit utilizes criteria to grade each reviewed service plan component. If i 1s determined
that the service plan does not meet the standards for component(s), the case manager is notified of deficiency
and expectations for remediation. MCOs are responsible for oversite of service plans for their members.

The HCRS Quality Oversight Unit has identified guestions and answers that demand additional attention.
These questions are considered urgent in nature and are flageed for follow-up. Based on the responses to
these flagged guestions, the HCBS interviewer performs education to the member at the time of the mterview
and requests additional information and remediation from the case manager.

General methods for problem correction at a systemic level include mformational letters, provider fraiming,
collaboration with stakeholders and changes in policy.

Remediation Data Aggregation

Remediation-related Data Agoregation and Analvsis (including frend identification)

Freguency of data aggregation and analysis

Responsible Party/check each thar applies). (check each that applies)-

& State Medicaid Agency o Weekly
" Operating Agency " Monthly
" Sub-State Enfity o Quarterly
 Other - . Amnmnually
Specify:

contracted entity

Coﬂtinuausly and Gﬂgﬂing

T Otber
Specify:

c. Timelines
When the State does not have all elements of the Quality Improvement Strategy In ptace. provide timelines to design
methods for discovery and remediation related to the assurance of Service Plans that are currently non-operational.
% No
~ Yes
Please provide a detailed strategy for assuring Service Plans, the specific timeline for implementing identified

strategies, and the parties responsible for its operation.
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Appendix E: Participant Direction of Services

Applicability (from Application Section 3, Components of the Waiver Request):

€ Ves, This waiver provides participant direction opporturities. Complete the remainder of the Appendix.
- No. This waiver does net provide participant direction opportunities. Do not complete the remainder of the
Appendix.

CUMS wrges states to afford all waiver participants the opportumity to direct their services. Participant direction of services
includes the participant exercising decision-making authority over workers who provide services. g participani-managed
budget or both. CMS will confer the Independence Plus designation when the waiver evidences o sirong commitment to
participant direction,

indicate whether Independence Plus designation is requested (select onel.

" Yes. The State requests that this waiver be considered for Independence Plus designation.

& Ne. Independence Plus designaiion is not requesied.

Anpendiy E: Participant Direction of Services
E-1: Overview (1 of 13}

z. Description of Participant Direction. In no more than two pages, provide an overview of the opporiunities for
participant direction in the waiver, including: (a) the nature of the opportunities afforded to participants; (b) how
participants may take advantage of these opportunities; (¢} the entities that support individuals who direct their
services and the supports that they provide; and, {(d) other relevant information about the waiver's approach to
participant direction.

Towa offers two self-direction services for members regardless of delivery (FFS members or MCO members)—the

Consumer Choices Option {CCO) and Consumer Direcied Attendant Care (CDAC) service. There is no difference in
how the CCO and CDAC services work with the MCO and FFS members. The MCO per member/per month
capitation does not affect the self-direction process; and the capitatior does not affect the amount of budget available
to the member.

Consumer Choices Option (CCO)

The CCO offers both emplover and budget authority to the member self-directing services. At the time of service
plan development and/or at the member’s request. the member has the option to copvert the following services into
an individualized self-direction budget based on services that are anthorized in their service plan: (1) consumer-
directed attendant care (unskilled); (2} home and vehicle modification; (3} specialized medical equipment; and (4)
transportation.

CCO gives members control over & targeted amount of waiver doliars. Under CCO a member may convert specific
waiver services that have been authorized in the member’s service plan 1o create an individual monthly budget.
Members that choose o use CCO will use the individual monthly budget to meet their assessed needs by directly
hiring employees or purchase other goods and services. A member may use the following three types of self-
direction services (o meet their assessed needs: (1) self-directed personal care services; (2) self-directed community
supports and employment; and (3) individual-directed goods and services.

If any of these options are elected, an Independent Support Broker (ISE) and Financial Management Service {FMS),
by Sate administrative rule. must be involved. Two budgets wili be developed as a result of the service plan
development traditional services budget (includes fraditional services for which the member does not have budget or
emplover authority) and the individual budget (includes services and supports for which the member does have
budget and employer authority). Self-directed personal care services are services and/or goods that provide a range
of assistance in the member’s home or community, as well as activities of daily living and incidental activities of
daily living that help the member remain in their home and in their community. Self-directed Community Supports
and Employment are services that support the member in develeping and maintaining life and community
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integration. Imdividual-direcied goods and services are services, equipment or supphies not otherwise provided
through the Medicaid State Plan that address an identified need in the service plan. The item or services would
decrease the need for other Medicaid services, and/or promote inclusion in the commanity, and/or increase the
member’s safety in the community or home.

Members have authority over the individual authorized budget to perform the foliowing tasks: (1} contract with
entities o provide services and support: {2} determine the amount to be paid for services with the exception of the
independent support broker and the financial manasement service whereas retmbursement rates are subject o the
Iimits in 441 lowa Administrative Code Chapter 79.1(2}; (3) schedule the provision for services; (4) authorize
payment for waiver goods and services 1dentified in the individual budget; and (5) reallocate funds among services
included in the budget. Individual monthly budget development includes the costs of the FMS, ISB, and any
services and supports chosen by the member as optional service componenis.

All members choosing CCO will work with an 1SB who will help them plan for their individual budget and
services. The ISB works af the direction of the member and assists the member with their budget. For example, the
ISB may help develop a monthly budget, recruit and interview potential employees, or assist with required
paperwork. The ISB is required to attend an ISB fraining prior working with members. The ISB cannot be the
cuardian, power of atiorney, or a provider of service to the member, to avoid potential conflicts of interest.

Per 441 Jowa Administrative Code 78.34(153)7k,” the ISB “shall perform the foliowing services as direcied by the
member or the member’s representative:

{1} Assist the member with developing the member’s initial and subsequent individual budgets and with making any
changes to the individual budget.

{2) Have monthly contact with the member for the first four months of implementation of the initial individual
budget and have guarterly contact thereafter.

{3) Complete the required employment packet with the financtal management service.

{4} Assist with interviewing potential emplovees and entities providing services and

supports if requested by the member.

{5} Assist the member with determining whether a potential employee meets the gualifications necessary to perform
the job.

{6y #ssist the member witirobtaming & signed-consent from-apotentiat-emplovees to-conduct background checks it
requested by the member.

(73 Assist the member with negotiating with entities providing services and supports if reguested by the member,
{8) Assist the member with contracts and payment methods for services and supports if requested by the member.
{9 Assist the member with developing an emergency backup plan. The emergency bacicup plan shall address any
health and safety concemns.

{10} Review expenditure reports from the financial management service {0 ensure that services and supports in the
individual budget are being provided.

{11 Document in writing on the independent support broker timecard every contact the broker has with the member.
Contact documentation shall inchude information on the extent to which the member’s individual budget has
addressed the member’s needs and the satisfaction of the member.”

Members wil! also work with an FMS provider that will receive Medicaid funds on behalf of the member. The FMS
is a Medicaid provider, and receives an electronic funds transfer {(EFT) on a monthly basis for the member’s monthty
budget amount. The FMS is responsible for paying all employer taxes as required. Employees of the member are
required to submit timecards within thirty days of providing the service for payment. The member’s monthly budget
includes a mounthly per member, per month fee for the FMS provider, with the remainder designated for the purchase
of goods and services for the participant. Per 441 lowa Administrative Code 78.34(13)"L” the FMS “shall perform
all of the following services:

(1} Recetve Medicaid funds in an electronic fransfer.

{2) Process and pay invoices for approved goods and services included in the individual budget.

{3) Enter the individual budget into the Web-based tracking system chosen by the department and enter expenditures
as they are paid.

{4) Provide real-time indtvidual budget account balances for the member, the independent support broker, and the
department, available at a minimum during normal business hours (9 a.m. to 5 p.am., Monday through Friday).

{5) Conduct criminal background checles on potential employees pursuant to 441—Chapter 119.

{6) Verify for the member an employee’s citizenship or alien status.

{7 Assist the member with fiscal and payroll-related responsibilities including, but not limited to:

L. Verifying that hourly wages comply with federal and state labor rules.
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2. Collecting and processing timecards.

3. Withholding, filing, and paying federal, state and local income taxes, Medicare and Social Security (FICA) taxes,
and federal (FUTA) and state (SUTA) unemployment and disability insurance taxes, as applicable.

4. Computing and processing other withholdings, as applicable.

3. Processing all judgments, garnishments, tax ievies, or other withholding on an employvee’s pay as may be required
by federal, state, or local laws.

6. Preparing and 1ssuing empioyee payroll checks.

7. Preparing and disbursing IRS Forms W-2 and W-3 annually.

8. Processing federal advance eamed income tax credit for eligible employees.

9. Refunding over-collected FICA, when appropriate.

10. Refunding over-collected FUTA, when appropriate.

(8) Assist the member in completing required federal. state, and local tax and insurance forms.

(9 Bstablish and manage documents and files for the member and the member’s emplovees,

(14} Monitor timecards, receipts, and invoices to ensure that they are consistent with the individual budget. Keep
records of all timecards and invoices for each member for a total of five vears.

(11} Provide to the department, the independent support broker, and the member monthly and guarterly status reports
that include a summary of expenditures paid and amount of budget unused.

{12} Estabkish an accessible customer service gvstem and a method of communication for the member and the
independent support broker that includes alternative communication formats,

{13) Establish a customer services complaint reporting system.

(14) Develop a policy and procedures manual fhat 1s current with state and federal regulations and update as
necessary.

(15) Develop a business continuity plan in the case of emergencies and natural disasters.

{16) Provide ic the department an annual imdependent andit of the financial management service.

{17} Assist In lmplementing the state’s quality management strategy related 1o the financial management service.”

A ufilization adjustment factor (UAF) is used to adjust the CCO budget to reflect statewide average cost and usage
of waiver services. Annuaily, the Depariment determines the average cost for each waiver service. The average
service cost 1s used to determine the “cap amount™ of the CCO budget. The cap amount is used to ensure the

percentage of services that are used. comparad to what s autborized within 2 waiver service plan. This percentage is
applied to the cap amount to determine the CCO “budget amount”. The budget amount is the total funds available to
the member in the monthly CCO budget. This UAF includes all HCBS waiver members in the calculation, not just
members participating in CCO.

The member may choose to set aside a certain amount of the budget each month to save towards purchasing
additional goods or services they cannot buy from the normal monthly budget. A savings plan must be developed by
the member, and approved by DHS prior to implementation. The good or service being saved for must be an
assessed need identified m the member’s service plan.

Consumer Directed Attendant Care (CDAC)

The CDAC service began in Jowa in 1996 and was the first attempt by the State to offer self-directed

services. CDAC is comprised of 2 components: CDAC-Skilled and CDAC-Unskilled. Both components offer self-
directed services. CDAC-Skilied offers the member emplover authority only. CDAC-Unskilled provides both the
employer authority and the budget authority. See Appendix C for service description and provider

qualifications. All CDAC providers are enrolled Medicaid providers, and may be an individual emplovee or an
agency. There are no FMS or ISB services to support the CDAC service, and the enrolled CDAC provider performs
afl billing through the Medicaid MMIS systems. The member is responsible for completing the CDAC agreement
with the CDAC provider. The CDAC agreement identifies the personal care services that will be performed. The
member s responsible for hiring, directing, and supervising the CDAC provider to assure their identified needs are
being met.

Appendix E: Participant Direction of Services
E-1: Overview (2 of 13)
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b. Participant Direction Opportunities. Specify the participant direction opportumities that are avaliabie n the waiver.
Select one: ’

. Participant: Employer Aunthority. As specified in Appendix E-2, Ftem g, the participant (or the participant's
representative) has decision-making authority over workers who provide waiver services. The participant may
function as the common law empioyer or the co-employer of workers. Supports and protections are available for
participants who exercise this authority.

- Participant: Budget Authority. As specified in Appendix E-2, liem b, the participant {or the participant's
representative) has decision-making authority over a budget for watver services. Supports and protections are
available for participants who have authority over a budget.

‘& Both Authorities. The waiver provides for both participant direction opportunities as specified in Appendix E-2.
Supports and protections are available for participants who exercise these authorities.

¢. Availability of Participant Direction by Type of Living Arrangement. Check each thar appiies:

+ Participant direction opportunities are available to participants who live in their ewn private residence or

the home of a family member.
~F Participapt direction opportunities are avaiiable to individuals who resige in other living arrangements

where services (regardless of fupding source) are fursished o fewer than four persons unrelated to the
propriefor.
The participant direction opportunities are available te persons in the following other living arrangements

Specify these living arrangements:

Appendix E: Participant Direction of Services

E-1: Overview (3 of 13}

d. Election of Participant Direction. Election of participant direction is subject to the foliowing policy (select one).

Waiver is designed to suppert only individuals who want to direct their services.

‘% The waiver is designed to afford every parficipant (or the participant's representative) the
epportunity o elect {o direct waiver services. Aliernate service delivery methods are available for
participanis who decide not to direct their services,

... The waiver is designed to offer participants (or their representatives) the opportunity to direct some
or al} of their services, subject to the foliowing criterta specified by the State. Alternate service
deliverv methods are available for parficipants who decide not to direct their services or do not meet
the criieria.

Specify the crileria

Appendix E: Participant Direction of Services
E-1: Overview (4 of 13}

e. Information Furnished fo Participant. Specify; {a) the information about participant direction opportunities (e.g.,
the benefits of participant direction, participant responsibilities, and potentjal liabilities) that is provided to the
participant (or the participant's representative) to inform decision-making concerning the election of participant
direction; {b) the entity or entities responsible for furnishing this information; and, (¢) how and when this infermation
ts provided on a timely basts.
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Self-direction traiming and oufreach mafterials are avaitable through the IME website and MCOs. Materials include
information on the benefits, responsibilities, and liabilities of self-direction. A brochure about this option has been
developed and includes information about the benefits, responsibilities, and liabilities. This brochure is availabie at
all the local DHS offices, the TDHS website, and has been distributed to other communify agencies. The participant
may also call IME Member Services and request to have the brochure mailed directly to them. Al members must
sign an informed consent contract and a risk agreement that permits the member to acknowledge and accept certain
responsibilities for addressing risks.

The case manager, health home coordinator, or community-based case manager 1s required to discuss this option
along with tite benefits, responsibilities and liabilities at the time of the service plan development and/or any time the
member’s needs change. This results in information about member direction activities being reviewed, at least
aanually, with the member. This option is intended to be very flexible; members can choose this option at any

time. Omnce given information about this option, the member can immediately elect this option, or can elect o
confinue or start with raditional services initially and then change o self-direction at a later date.

MCOs must also provide ongoing member or representative fraining upon request and/or if it is determined a
member needs additional training. Training programs are designed to address the foliowing: (i) understanding the
role of members and/or representatives in self-direction; (i} selecting and terminating providers; (iii) being an
emplover and managing employees; {iv) conducting administrative tasks such as staff evaluations and approval of
time sheets; (v) schedulng providers: and (vi) back-up planning. Al MCO training and education materials are
subject to review and approval by the Stare.

To give the member an opportunity to locate providers and supports, the service plan can refiect that traditional
services will begin at tite start date of the service plan and the seif-directed services and supports will begin at a later
date, This does not require a change in the service plar. Members can elect self-direction and then elect to go back
to traditional services at any time. The case manager. health home coordinator. or community-based case manager is
responsibie for informing the member of their rights and responsibilities. All self-directed services and supports
must begin on the first of a month.

Appendix E: Participant Direction of Services
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f. Participant Direction by a Representative. Specify the State's policy concerning the direction of waiver services by
& representative (select onej:

The State does not provide for the direction of waiver services by a representative.

& The State provides for the direction of waiver services by representatives.

Specify the representatives whe may direct waiver services: icheck each that applies):

“ Waiver services may be directed by a legal representative of the participant.

+/ Waiver services may be directed by 2 non-legal representative freely chosen by an adult participant.
Specify the policies that apply regarding the direction of waiver services by participant-appointed
representatives, including safeguards to ensure that the representative fanctions in the best mterest of the
participant:

Services may be self-directed by a non-legal representative freely chosen by an adult member. The
policies described in this section apply to both the fee-Tor-service and managed care delivery systems. 1f
the member selects a non-legal representative, the representative cannot be z paid provider of services and
must be eighteen years or age or older. The member and the representative must sign a consent form
designating who they have chosen as their representative and what responsibilities the representative will
have. The choice must be documented in the member’s file and provided to the member and their
representative, At a minimum, the representative’s responsibilities include ensuring decisions made do not
jeopardize the health and welfare of the member and ensuring dectsions made do not financially exploit the
member,

The IME uses a quality assurance process to inierview members in order to determine whether or not the
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representative has been working in their best interest. The interviews are completed primarity by
telephone and may be completed in-person if requesied. The interviews are conducied as an ongoing QA
activity and are used to ensure that members’ needs are met and that services are provided. QA inferviews
are completed monthly with a randomly selected representative sample of members. The interview sample
selection size assurss a 95% confidence level in the results of the interviews.

In addition, the Independent Support Broker provides menitoring of health and safety. The member’s case
manager, CBCM, or health home coordinator is responsible to assess individual needs and monitor service
delivery io assure thart the member’s health and safety are being addressed. Case managers, CBCMs, and
health home coordinators routmely review how services are being provided and monifor services to assure
the member’s needs are being met, inchuding how the representative is performing.

MCOs are contractually required to maintain guality assurance processes to ensure that the representative
functions in the best interest of the member. These guality assurance processes are subject to DHS review
and approval and inchude, but are not limited to, monthly member interviews, to assess whether & nop-iegal
representative is working in the best inferest of the member. DHS provides additional oversight i
accordance with the HCBS quality improvement sategy.

Appendiy E: Participant Direction of Services
E-1: Overview (6 of 13}

g. Participant-Directed Services. Specify the participant direction opporturaty (or opportunities) available for each
wajver service that is specified as participant-directed in Appendix C-1/C-3.

Waiver Service Emplover Auathority] Bodget Aathority

Individual Birected Goods and Services v o
Transportation w" : M\!
Specialized Medical Equipment o o
Home and Vebicle Modification o o
Consamer-Directed Attendant Care (Skilled) ;?

Self Direcied Personal Care o i
Consamer-Directed Atiendant Care (Unskilied) f i
Self-directed Community Sapport and Employment =l o
Indeperdent Support Broker ok o

Appendix E: Participant Direction of Services
E-1: Overview (7 of 13)

h. Financial Management Services. Except in certain circumstances, financial management services are mandatory and
integral to participant direction. A governmental entity and/or another third-party entity must perform necessary
financial trapsactions on behalf of the waiver participant. Selecr one:

‘. Yes. Financial Management Services are furnished through a third party entity. (Complete item E-]-i).

Specify whether governmental and/or private entities furnish these services. Check each that applies:

Governmental entities

__ Ne. Financial Management Services are not farnished. Standard Medicaid payment mechanisms are used.
Do not complete ftem E-I-1.
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Appendix E: Participant Direction of Services
E-1: Overview (8 of 13)

i. Provicion of Financiai Management Services. Financial management services (FMS) may be Turnishad as a waiver
service or as ap administrative activity. Seiect oneg:

‘% FMS are covered as the waiver service specified in Appendix C-1/C-3

The waiver service entitied:
Financizl Management Service

. FMS are provided as an administrative activity.
Provide the following information
i. Tvpes of Entiiies: Specify the types of entities that furnish FMS and the method of procuring these services:

Entities providing FMS must be cooperative, not-for-profit member owned and controlled, federally msured
financial institution that 1s and charged by either the National Credit Union Administration or the Crednt
Union Division of the Towa Department of Commerce. The FMS must successfully pass a readiness review
of certification by DHS or a financial institution charted by the Office if the Comptrolier of the Currency, a
Burean of the United Staies Department of the Treasury. is a member of the Fedsral Reserve: and/or is
federally insured by the Federal Deposit Corporation. Further. the entity raust be enrolied as a Medicajd
provider. Once enrolled and approved as a Medicaid provider, the FMS will receive Medicaid funds in an
electronic mansfer and will pay all service providers and employees electing the self-direction option.

MCOs are responsible for contracting with an FMS enfity or entities te assist members who elect to self-
direct. All MCO contracted FMS entities must meet the requirements documnenied in this section. Under the
managed care delivery system, the FMS entity contracted with the MCO is responsible for the same functions
as under the fee-for-service model.

ii. Payment for FMS. Specity how FMS entities are compensated for the administrative activities that they
perform:

The FMS is paid a menthly fee for their services.

jii. Scope of FMS. Specify the scope of the supports that FMS entities provide (check each that applies):

Supports furnished when the participant is the employer of direct support workers:

W/ Assist participant in verifving support worker cifizenship status
+ Collect and process timesheets of support workers

employment-reiaied taxes and insurance
. Other

Specify:

H

Supports furnished when the participant exercises budget authority:

& Maintain a separate account for each participant's parficipant-directed budget

¢ Track and report participant funds, disbursements and the balance of participant funds

 Process and pay invoices for goods and services approved i the service plan
i/ Provide participant with periodic reporis of expenditures and the status of the participant-

directed budget
7" Other services and supports
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Specifi

Additional functions/activities:

¢ Execute and hold Medicaid provider agreements as authorized ander 2 written agreement

with the Medicaid agency
«# Receive and disburse funds for the payment of parficipant-directed services under an

agreement with the Medicaid agency or operating agency
W Provide other entities specified by the State with periedic reports of expenditures and the

status of the participant-directed budget
~ Other

Specifv:

iv. Oversight of FMS Entities. Specify the methods that are emploved to: (a) monitor and assess the
performance of FMS entities, including ensuring the integrity of the financial transactions that they perform;
(b} the entity (or entities) responsible for this monitoring; and, (c} how frequently performance is assessad.

IME provides oversight of the FMS entities and monitors their performance vearly. Oversight is conducted
through an annual seif-assessment, and an on-site review compieted by DHS or by a designated BViE

unit. As noted above, FMS entities must also be enrolled as Medicaid providers. The MCOs are required to
mirror this oversight process for thetr FMIS entities and the IME reviews for compliance and monitors
outcomes.

Appendix E: Participant Direction of Services

E-1: Overview (9 of 13)

j. Information and Assistance in Support of Participant Direction. In addition to financial management services,
participant direction is facilitated when information and assistance are availabie to support participants in managing
their services. These supports may be furnished by one or more entities, provided that there 1s no duplication. Specify
the payment authority (or authorities} under which these supports are fumished and, where required, provide the
additional information requested (check each that applies).

« Case Management Activity. Information and assistance in support of participant direction are furnished as an

element of Medicaid case management services.

Specify in detail the information and assistance that are furnished through case manogement jor each
participant direction opporiunity under the waiver:

The case manager, health home coordinator, or comrunity-based case manager provides the waiver member
with information and assistance with choosing the CCO program or CDAC service as part of the person
centered service planning process. The case manager, health home coordinator, or community-based case
manager also assists the member in locating an Individual Support Broker to assist with the planning and
managing a monthly CCO budget and is responsible for monitoring the delivery of goods and services as
identified in the service plan.

The CCO program conducts regular CCO webinars to provide case managers, health home coordinators,
community-based case managers, and ISB’s with information on understanding and implementing the CCO
program. The webinars also identify self-direction issues that have been identified through guality assurance
activities. All case managers, health home coordinators, and community-based case managers are welcome to
attend the webinars, which are also recorded and made available for those unabie to attend.
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The CDAC service began in Jowa in 1996 and was the first attemmpt by the State to offer seli-directed
services. CDAC is a seli-directed service that offers the member employer authority only. There are two
CDAC services— skilled and unskilled. See Appendix C for service description and provider
guaiifications. All CDAC providers are enrolied Medicaid providers, and may be an individual emplovee or an
agency. There are no FMS or ISB services to support the CDAC service, and the enrolled CDAC provider
performs al} billing through the Medicaid MMIS svstems. The member is responsibie for completing the
CDAC agreement with the CDAC provider. The CDAC agreement identifies the personal care services that
will be performed. The member is responsible for hiring, directing, and supervising the CDAC provider to
assure their identified needs are being met.

~* Waiver Service Coverage. Information and assistance in support of participant direction are provided through

the foliowing waiver service coverage(s) specified in Appendix C-1/C-3 (check each that apphies}:

Participant-Directed Waiver Service  Infermation and Assistance Provided through this Waiver Service Coverage

Imlrvidual Directed Goods and Services o

F'mmeia! Management Services ] ”@;

Pergonal Emergency Response

Transportation

Spacialized Medical Equipment

Home and Vehicle Modification

Copsumer-Trecied Attendant Care {Skilied)

Self Directed Personal Care

Comsumer-Directed Attendant Care (Unskilied)

Selt-directed Community Support and Empleyment

Independent Support Broker

administrative activity.

Specify (a} the types of entities that furnish these supporis; (b) how the supporits are procured and compensated,
(c} describe in detail the supports that are furnished for each participant direction opportunity under the waiver;
(d) the methods and frequency of assessing the performance of the entities that furnish these supporis, and, (e}
the entity or entities responsible for assessing performance.

Through a contract with the lowa Medicaid Enterprise {(IME) the HCBS Quality Assurance and Technical
Assistance Unit provides sapport and assistance to case managers, heakth home coordinators, community-based
case managers, members, providers, [SBs, and others needing information about HCBS waiver programs. This
inctudes the self-direction program. The technical agsistance provided includes developing and conducting
reguiarly scheduled webinar trainings, developing and implementing required ISB training and answering
questions from the field about the CCO program.

The Quality Assurance and Technical Assistance contract is procured through a competitive bidding process. A
request for proposal 1s issued every three vears to solictt bids, The RFF specifies the scope of work to be
completed by the contractor. The RFP process also includes a pricing component fo assure that the confractor 1s
reimbursed in an amount that assures performance outcomes are achieved in a cost effective manner.

The Quality Assurance and Technical Assistance contract is managed by an IME state emplovee. This
employee acts as the contract manager and manages the dav-to-day operations of the contract to assure
compliance with the performance outcomes of the contract. Contract reports are received by the IME monthly,
quarferty and anoually on the performance measures of the contract. Any performance issues that arise are
addressed with the Qualify Assurance and Technical Assistance Unit contract manager to make corrections and
improve performance.

Appendix E: Participant Direction of Services
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E-1: Overview (16 of 13}
k. Endependent Advocacy fselect onel.

& Mo, Arrangements have not been made for independent advecacy.

Yes. Independent advocacy is availabie to participants who direct their services.

Describe the nature of this independent advocacy and how participants may access this advocacy:

Appendix E: Participant Direction of Services
E-1: Overview (11 of 13)

I Voluntary Termination of Participant Direction. Describe how the State accommodates a participant who
voluntarily terminates participant direction In order to receive services through an alternate service delivery method,
including how the State assures continuity of services and participant health and welfare during the transition from
participant direction:

Members may receive traditional waiver services, as well as services and supports under an individual budget for
seli~direction. Any waiver member may voluntarily discontinue the self-direction option at any time, regardless of
delivery system (FFS members or MCO members). The member will continue to be eligible for services as
specified in the service plan. regardless of whether they select the self-direction option. A new service plan will be
developed if the member’s needs change or if they voluntarily discontinue the self-direction option. The case
manager, health home coordinator, or community-based case manager will work with the member to ensure that
services are in place and that service continuify is maintained.

—Partetpant-Directiopol-Services

Appendit-
E-1: Overview (12 of 13)

m. Enveluntary Termination of Participant Direction. Specify the ciroumstances when the State will involuntarily
terminate the use of participant direction and require the participant to receive provider-managed services instead,
including how continuity of services and participant health and welfare is assured during the transition.

For fee-for-service enrollees, case managers or health home coordinators will terminate use of the self-direction
oplion any time there is substantial evidence of Medicaid fraud or obvious misuse of funds. Involuntary termination
can also occur if the case manager or health home coordinator is not able to verify the types of services provided and
the outcome of those services. 1f the member and their representative are both found unable to self-direct, the
member will be transitioned to regalar waiver services. The mermber has the right to appeal any adverse action taken
by the case manager or bealth home coordinator to terminate self-directed services and is subject to the grievance
and appeals protections outlined in Appendix I. The case manager or health home coordinator will develop a new
service plan and assure alternative services are in place to maintain service,

MCOs may only initiate involuntarily termination of a member’s use of the self-direction option if there is evidence
of Medicaid fraud or misuse of funds, or if the MCO determines there is a risk to the member’s health or

safety. Under these conditions, MCOs are required to subimit & reguest te DHS for review and approval to
nvoluntarily terminate. Requests must contain sufficient docwrnentation regarding the rationale f{or

termination. Upon DHS approval, MCOs must notify the member and facilitate a seamless transition to traditional
waiver services to ensure there are no inferruptions or gaps in service delivery.

Appendix E: Participant Direction of Services
E-1: Overview (13 of 13)
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1. Geals for Participant Direction. In the foliowing table, provide the State's goals for each vear that the waiver is in
affect for the undupficated number of waiver participants who are expected to elect each applicable participant
direction opportunity. Annually, the State will report tc CMS the namber of participants who elect to direct their
walver services.

Fable E-F-n
Emplover Authorite Oniv Budget Authority Oniy or Budget Authority in Combiration with Empioyer
mploy : i Autheriey
\ﬁ;::::r Number of Participants Number of Participants
Yearl | :§69
Year 2 179
Year 3 = %9]
Year 4 1105
Years E 121 |

Appendix E: Participant Directiop of Services
E-2: Opportunities for Participant Direction (1 of 6)

a. Participant - Employer Authority Complete when the waiver offers the emplover authority opportunity as indicated
in Item E-1-b:

i. Participant Emplover Status. Specify the participant's employer status under the waiver. Select one or both:

- Participant/Co-Emplover. The participant {or the participant's representative} functions as the co-

emplover (managing employer} of workers who provide waiver services. An agency is the common law
employer of participani-selected/recrnited staff and performs necessary payroll and hwman resources

£ i o s [ A, B e PN £ A i 1 Tasad--L goa
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Specify the types of agencies (a.k.a., agencies with choice) that serve as co-employers of participant-
selected staff:

i
i

e
.

+ Participant/Common Law Employer. The participant (or the participant's representative) is the

common law employer of workers who provide waiver services. An IRS-approved Fiscal/Emplover
Agent functions as the participant's agent in performing payroll and other employer responsibilities that
are required by federal and state law. Supports are available to assist the participant in conducting
employer-related functions.

ii. Participant Decision Making Authority. The participant (or the participant's representative) has decision
making authority over workers who provide watver services. Select one or more decision making authorities
that participants exercise:

« Recruit staff
" Refer staff to agency for hiring {(co-employer)

T Select seaff from worker registry

¥ Hire staff common law employer
W Verify staff qualifications
¢ Obtain criminal history and/or background investigation of staff

Specify how the costs of such investigations are compensated:
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Pursuant to lowa Code 2494 29 and Iowa Code 135C. 33{5)}a) 1) and (5){a)(3), all providers of HCBS
waiver services must complete child abuse, dependent adult abuse and criminal background scresnimgs
before employment of a prospective staff member who will provide care for a participant. The State
pays for the first background check of workers who provide waiver services to fee-for-service
participants. If a second background check is completed, if is the responsibility of the emploves ic pay
for the backeround check. MCOs are responsibie for the costs of investigations of wozkers whe provide
waiver services to members,

o Specify additional staff qualifications based on pariicipant needs aud preferences so long as such
gualifications are consistent with the qualifications specified in Appendix C-1/C-3,

7 Determine staff duties consistent with the service specifications in Appendix C-1/C-3.

Determine staff wages and benefits subject to State limits
& Schedule staff

Orient and instruct staff in duties

+ Supervise staff

# Evaluate staff performance

Verify time worked by staff and approve time sheets
7/ Discharge staff (common law employer)

 Discharge staff from providing services (co-employer)
“ Other

Specify:

Appendix E: Participant Direction of Services
E-2: Opportunities for Participant-Direction (2 of §)

b. Participant - Budget Awthority Complete when the waiver offers the budger authority opportunity as indicaied in
Item E-1-B:

i. Participant Decision Making Authority. Wher the participant has budget authority, indicate the decision-
making authority that the participant may exercise over the budget. Seleci one or more:

«+# Reallocate funds among services included in the budget

+/ Determine the amount paid for services within the State's established limits

& Substitute service providers

 Schedule the provision of services

' Specify additional service provider qualifications consistent with the qualifications specified in
Appendix C-1/C-3

Specify how services are provided, consistent with the service specifications contained in Appendix
C-1/C-3

kdentify service providers and refer for provider enrollment

€A

« Authorize payment for waiver goods and services
+ Review and approve provider invoices for services rendered
T Other

Specify:

Appendix E: Participant Direction of Services
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E-2: Opportunities for Participant-Direction (3 of 6)

b. Participant - Budget Authority

ii. Participant-Directed Budget Describe in detail the method{s) that are used i estabhish the amount of the
participant-directed budget for waiver goods and services over which the participant has authority, mchkading
how the method makes use of reliable cost estimating information and is applied consisiently to each
participant. Information about these method(s) must be made publicly available.

Under the traditional service model for the waiver, the member chooses & service provider from a list of
providers who are enrolled with Towa Medicaid. The case manager or health home coordinator and
member work together to detail the tasks and goals for the provider. After service provision, the provider
submits 2 claim 1o the IME where the claim 1s adjudicated in accordance with IME protocols.

Under the self-direction option, a member is not limited to the providers who have enrolled with lowa
Medicaid. The member is considered the employer and can choose any individual that they feel is qualified
to provide the needed service. Members creaie support plans, make provider and service choices, select and
employ staff, and monitor the guality of support services. MCOs are responsible for assisting the member
with quality assurance activities and monitoring the quality of services provided. MCO plans to accomplish
this contractual requirement are sebject to DHS review and approval. Members determine the wages to be
paid 1o the provider and the units of service (limited by the self-direction budget}. Interviewing, hiring,
scheduling, and firing is done by the member. Claims are submitied to the FMS for processing for payment.

Each member who chooses to self-direct their services will continue ic have a traditional service plan
developed that is based on the level of care assessment and need of the member. If a member has a neaed for
the services that car be inciuded in the imdividual budget and they choose to seif-direct one or all of those
services, then the individual budger amount is determined by the amount of service that was authorized for
those services under the traditional service plan. The level of need is determined by the level of care
determination made by IME MSU; the supports needed and the amount of supporis needed are determined by
a review of the assessment made by the case manager, CBCM, or health home coordimator prior to the
member selecting the selfidirection option. Members who reside in an assisted living facility may also

choose 1o self-divect some of their services. Specifically, the member can choose to self-direct services not
provided by the facitity (i.e., vehicle modification} or can choose another provider for services that are
optional from the facility (i.e., meals or housekeeping}).

Historically, members do not use 100% of thewr authorized walver services. To ensure that the State or MCO
does not spend more than what is historically spent for traditional waiver services, each service authorized
under self-directior will have a utilization adjustment factor applied 1o it. This utilization adjustment facsor
is determined by an analysis of what percentage of authorized services has historically been used for sach
service on an aggregaie by all members enrolied i that particular waiver who have accessed that particular
service. The utilization factor is not based upon individual member usage, but on historical percentage usage
of authorized services by all members enrolled n the waiver who have accessed that particular service. A
member new to the waiver or new to seif-direction would have the same utilization factor applied as all other
waiver members who are self-directing services. The utilization adjustment factor will be analyzed, at a
minimum, every 12 months and adjusted as needed based historical use. This method will be used for all
waiver members choosing the self-direction option. Members are notified of the budget methodology and
limits at the time they Teceive the CCO Booklet, during their service plan is development and by the
Independent Support Broker hired to assist the individual to develop the budget. The Individual budget
methodology Is stated in the 441 Towa Administrative Code Chaprer 78.41(15}. In addition, this information
is shared during all outreach and training held thronghout the State for members, families, and other
advacates. The MCOs are also responsible for making the budget methodology available to members
through their case managers and member commurication materials,

The following 15 an example of how ar individual budget is determined:
A member has a need for a particular service. On their traditional service plan they are authorized 10 units of
service at $20 a unit. That member decides that they would like to self-direct their services. The amount

authorized is $200 in the traditional service plan. A utilization adjustment factor of 80% is applied. The
member’s individual budget amount then becomes $160 (§200 X 80%). The 20% reduction (100%
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authorization minus 80% actual utilization for a service) is applied to aliow for cost neutrality between the
service under the traditional waiver plan and self-direction. If the average service utilization 1s only 80% of
an authorized service under the traditional waiver, then a self-directed member is limited to that same 0% to
preserve cost neutrality. The total monthly cost of all services (traditional and seif-directed services) cannot
exceed the established aggregate monthiy cost of the waditional services anthorized.

If there is & need that goes beyond the budget amount and/or the walver service fimit, the member has the
right to request an exception to policy. Exceptions to policy may be granted 1o the requesior when the
member has neads bevond the limits expressed in the lowa Administrative Code. For fee-for-service
members this decision s made by the Director of DHS, based on an evaluation of the member's needs in
reiation to the State’s necessity to remain within the waiver’s parameters of cost neutrality. The process to
reguest an exception is shared on the DHS website as well as with the member when they apply for waiver
services. in addition, any member has the right ic appeal any decision made by DHS and fo request an
appeal hearing by an administrative law judge. The member is afforded the opportunity te request a fair
hearing when the budget adjustment is denied or the amount of budget 1s reduced as described in F-1.

The MCOs operate an exception 1o policy process for their members. In the event an MCO denies an
exception to pelicy and determines the member can no longer have his or her needs safely met through the
1915{c) watver, the MCC is required to forward this information 1o DHS. In additon, MCO members have
the right io appeal any decision made by the MCC and may appeal to the DIHS once the MCO appeals
process has been exhausted as described in F-1.

Appendix E: Participant Direction of Services
E-2: Opportunities for Participant-Direction (4 of 6)

b, Participant - Budget Authority

iii. Informing Participant of Budeet Amount. Describe how the State informs each participant of the amount of
the participant-directed budget and the procedures by which the participant may request an adjustment m the
budge! amount,

Members, regardiess of delivery system (i.e., FFS members and MCO members) will be informed of their
budget amount during the development of the service plan. The member can then make a final decision as to
whether they want the seli~direction option. 1f @ member needs an adjusment to the budget, the member can
request a review of the service plan.

As noted above, if there is 2 need that goes bevond the budget amount and/or the waiver service limit. the
member has the right to request an exception to policy. In addition, any member has the right ic appeal any
decision. The member is afforded the opportunity to request a fair hearing when the budget adjustment 1s
denied or the amount of budget is reduced as described in F-1,

MCO enroliees have the right 1o & State Fair Hearing after exhausting the MCO appeals process. It 1s the
responsibility of the health home coordinator. case manager, and community based case manager 1o inform
the member of the budget amount aliowed for services before the service plan is completed.

Appendix E: Participant Direction of Services
E-2: Opportunities for Participant-Direction (5 of 6}

b. Participant - Budget Authority

iv. Participant Exercise of Budget Flexibility. Select one:

‘.. Modifications to the participant directed budget must be preceded by 2 change in the service
plan.

‘& The participant has the authority to modify the services incladed in the parficipant directed
budget without prior approval,
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Specify how changes in the participant-directed budget are documented, including updaring the service
plan. When prior review of changes is required In certain circumstances, describe the circumstances and
specify the entity that reviews the proposed change:

For both fee-for-service and MCO members, once the monthly budget amount has been established, the
reeernber will develop a detailed monthly budget that identifies the goods and services that will be
purchased and the emplovees that will be hired to meet the assessed needs of the member. This budget
amourit is the same amount whether the member utilizes only traditional watver services, utilizes onlv
self-directed services, or uses a combination of maditional and self-directed services. All services under
the waiver add into the one budget and that budget maximum is determined by the member's level of
care and not by the type of services accessed by the member.

Omce the monthly budget amount has been established, the member will develop a detailed monthly
budget that identifies the goods and services that will be purchased and the emplovees that will be hired
to meet the assessed needs of the member. The budget s sent to the FMS to identify what goods and
services are approved for purchase and the employees that will be submitting timecards to the FMS for
pavment. The member can modify services and adjust dollar amounts among line items in the
individual budget without changing the service plap as long as it does not exceed the authorized budget
arnount. They must submit & new budget to the FMS that identifies the changes. The FMS must receive
all modifications to the individual budget within the montk when the changes occur and will monitor the
new budget to assure the changes do not exceed the authorized budget amount. The Individual Support
Broker and the FMS will both monitor to assure expenses are atlowable expenses,

Appendix E: Participant Direction of Services

E-2: Oppertunities for Participant-Direction (6 of 6)

b. Participant - Budget Authority

V.

Egpenditure Safeguards. Describe the safeguards that have been established for the timely prevention of the
premature depietion of the participant-directed budget or to address potential service delivery problems that

may berassociated wittrbudgetunderutiization-and-the-entity-{or-entities responsibie-for-implementing theg e
safeguards:

Self-direction budgets are authorized monthlv. Members, regardiess of delivery system (i.e., FFS members
and MCO members), can make adjustments at any time within the authorized amount if services are not
meeting their nseds, and the ISB via the FFS or MCO delivery system is available to provide assistance. The
ISB alse routinely monitors expenses. The FMS also monitors the budget and notifies the ISB and the
member mmmediately if claims are inconsisient with the budgeted amount or if the budget is consistently
underatilized. When members chose self-direction they sign a consent form that explains their rights and
responsibilities, including consequences for authorizing payments over the authorized budget amount.
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